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PARACORT 


PREDNISONE, PARKE-DAVIS 


times the activit 
hydrocortisone 


supplied: PARACORT and PARACORTOL are available as 5-mg. 
and 2.5-mg. scored tablets; bottles of 30, 100, and 1,000. 
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“Premarin” with Meprobamate new potency 
Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate 


For undue emotional stress 


in the menopause Linn 
WRITE SIMPLY... Le 
~ 


~<—> 
Supply: 
No. 880, PMB-200 
bottles of 60 and 500. 
No. 881, PMB-400 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobamate bottles of 60 and 500. 
in each tablet). 


Also available as 


AYERST LABORATORIES ° New York 16, New York . Montreal, Canada 


“"Premorin®”™’ conjugoted estrogens (equine) Meprobomate licensed under U.S. Pot. No. 2,724,720 
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Floraquin 


Vou. 85, Jury, 1958 


e / Destroys Vaginal Parasites 


Vagina! discharge is one of the most com- 


CHEMOTHERAPY PLUS FLORA CONTROL 


Protects Vaginal Mucosa 


mon and most troublesome complaints met 
in practice. Trichomoniasis and monilial 
vaginitis, by far the most common causes 
of leukorrhea, are often the most difficult to 
control. Unless the normal acid secretions 
are restored and the protective Déderlein 
bacilli return, the infection usually persists. 

Through the direct chemotherapeutic ac- 
tion of its Diodoquin® (diiodohydroxyquin, 
U.S.P.) content, Floraquin effectively elimi- 
nates both trichomonal and monilial infec- 
tions. Floraquin also contains boric acid and 
dextrose to restore the physiologic acid pH 
and provide nutriment which favors re- 
growth of the normal flora. 


Method of Use 


The following therapeutic procedure is 
suggested: One or two tablets are inserted 
by the patient each night and each morning; 
treatment is continued for four to eight 
weeks. 


Intravaginal Applicator for Improved 
Treatment of Vaginitis 


This smooth, unbreakable, plastic device is 
designed for simplified vaginal insertion of 
Floraquin tablets by the patient. It places 
tablets in the fornices and thus assures coat- 
ing of the entire vaginal mucosa as the tab- 
lets disintegrate. 

A Floraquin applicator is supplied with 
each box of 50 tablets. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service 
of Medicine. 
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The 


Achievements 
of 


...in Skin Diseases: Ina study of 26 patients with severe der- 
matoses, ARISTOCORT was proved to have potent anti-inflammatory and 
antipruritic properties, even at a dosage only % that of prednisone’... 
Striking affinity for skin and tremendous potency in controlling skin dis- 
ease, including 50 cases of psoriasis, of which over 60% were reported as 
markedly improved*,, .absence of serious side effects specifically noted."?:* 


...in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of arIsTocorT corre- 
sponded in effect to 10 mg. of prednisone daily (in addition, gastric ulcer 


which developed during prednisone therapy in 2 cases disappeared during 
Aristocort therapy).° 


1. Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: 
J. A. M. A. 165:1821, (Dec 7) 1957. 
2. Shelley, W. B., and Pillsbury, D. M.: 
Personal Communication. 
. Sherwood, A., and Cooke, R. A.: Personal Communication. 
. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 
resented at International Congress on Rheumatic Diseases, 
oronto, June 25, 1957. 

. Hartung, E. F.: Personal Communication. 

. Schwartz, E.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957. 

. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: 
Paper presented at Nephrosis Conference, Bethesda, Md., 
Oct. 26, 1957. 

. Ibid.: Personal Communication. 

. Barach, A. L.: Personal Communication. 

- Segal, M. S.: Personal Communication. 

. Cooke, R. A.: Personal Communication. 

13. Dubois, E. L.: Personal Communication. 
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Triamcinolone LEDERLE 


...in Respiratory Allergies: “Good to excellent” results in 29 of 
30 patients with chronic intractable bronchial asthma at an average daily dosage 
of only 7 mg.*°. .. Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. 


to control allergic rhinitis in a group of 42 patients, with an actual reduction of 
blood pressure in 12 of these.’ 


...in Other Conditions:Two failures, 4 partial remissions and 8 cases 
with complete disappearance of abnormal chemical findings lead to characteriza- 
tion of aristocort as possibly the most desirable steroid to date in treatment of 
the nephrotic syndrome.*°. .. Prompt decrease in the cyanosis and dyspnea of 
pulmonary emphysema and fibrosis, with marked improvement in patients refrac- 


tory to prednisone.'”-1!-1?, , , Favorable response reported for 25 of 28 cases of 
disseminated lupus erythematosus." 


Depending on the acuteness and severity of the disease under 
therapy, the initial dosage of anistocort is usually from 8 to 20 mg. 
daily. When acute manifestations have subsided, maintenance 

dosage is arrived at gradually, usually by reducing the total daily 
dosage 2 mg. every 3 days until the smallest dosage 

has been reached which will suppress symptoms. 


Comparative studies of patients changed to aRntstocorT 

from prednisone indicate a dosage of arntstocort lower by about 4% 
in rheumatoid arthritis, by % in allergic rhinitis and bronchial 
asthma, and by % to % in inflammatory and allergic skin diseases. 
With aristocorT, no precautions are necessary in regard to dietary 
restriction of sodium or supplementation with potassium. 


Aristocort is available in 2 mg. scored tablets (pink), bottles of 
30; and 4 mg. scored tablets (white), bottles of 30 and 100. 


> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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Faster rehabilitation 


Joint Inflammation and le spas 
are the two elements most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simultaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any single antirneu- 
matic-antiarthritic agent. 


MEPROLONE-2 Is Indicated In cases of severe 
Invoivement, yet often leads to a reduction of 
steroid dosage because of its muscie-relaxant 
action. When involvement is only moderately 
severe or miid, MEPROLONE-1may be indicated. 


SUPPLIED: Multiple Compressed Tablets in 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (bottles of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
In the same formula as MEPROLONE-2 (bot- 
tles 100). MEPROLONE-5S—5.Omg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide gel (botties of 30). 


Because muscies move joints, 
both muscle spasm and joint 
intlammation must be 
considered in treating the 
rheumatic-arthritic patient... 


i 
4 
A am, 
‘ MERCK SHARP & DOHME bivision of MERCK & CO., INC., Philadelphia 1, Pa, DP 


Rheumatoid Arthritis 


Multiple compressed tablets 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation... 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


MEPROLONE Is a trade-mark of Merck & Co., Inc. 
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With a blender or an egg beater 
almost any food can be used 


...and may 

we remind you 

ji that a glass of 
> beer can make 
full-liquid diets 

more palatable? 


The Full-Liquid Diet 


@ Strained chicken in milk makes “‘bisque’’—in 
tomato juice it’s “creole.”” Your patient may 
like cottage cheese whipped into milk flavored 
with chocolate and mint. Strained carrots go 
in milk flavored with nutmeg or pineapple juice. 
An egg or skim milk powder adds protein. 
Strained fruits in fruit juices do well with a 
squeeze of lemon or a touch of mint. Bright 


United States Brewers Foundation 
Beer — America’s Beverage of Moderation 4, 


colored drinks look good in clear glass—pale 
ones in gayly painted glasses. 

Of course, only you can tell just which food 
your patient can have. And if you feel that a 
glass of beer* is acceptable in his specific condi- 
tion, it may provide an incentive he needs to 
stay within the limits you set. 

*pH 4.3; 104 calories/8-oz glass (Average of American Beers) 


If you'd like reprints of this and 11 other dietary suggestions, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y; 
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capsules 


q.12 h. 


1.Meprobamate is more widely prescribed than any 
other tranquilizer. Source: Independent research 
organization; name on request. 

= Baird, H. W., 111: A comparison of Meprospan 
d action meprobamate capsule) with other 
tranquilizing and bioneet agents in children, 

Sub d for pub! 1958, 


Literature and samples on request 


CME-7326 


Mepros 


sustained release 


(Miltown®) capsules 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 
sustained action form [Meprospan] produced 
a more uniform and sustained action... 
these capsules offer effectiveness at 
reduced dosage.’ 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


* WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown® 
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Raudixin helps 
you relieve 
pressures in 
your patients 


Raudixin “lowers 

blood pressure and slows 
the pulse rate much 

more efficiently than the 
barbiturates. ... It is not 
habit-forming and is 
synergistic with all other 
known hypotensive drugs.”* 


Squibb Standardized Whole Root Rauwolfia Serpentina 


Raudixin helps 
you relieve 
pressures on 
your patients 


Raudixin “relieves 
anxiety and tension, 
particularly the 
tension headache 

of the mild 
hypertensive patient, 
better than 

any other drug.”* 
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ethically promoted 


Meta Cine represents a carefully designed formula which provides the 


physician with a vaginal douche preparation which safely and effectively 
maintains a clean healthy vagina. 


Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus plugs and coagulum; contains lactose to promote growth of 
desirable déderlein bacilli, and methyl salicylate for soothing stimulation of 
circulation within the vaginal walls. 


Its pleasant, deodorizing fragrance also meets the esthetic demands 
of your patients. 


Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic 
douches. 


Supplied in 8-o0z. containers, 2 teaspoonfuls in 2 quarts of warm water, 
douche as prescribed. 


Printed douching instructions for patients available upon request. 


BRAYTEN Pharmaceutical Company e Chattanooga 9, Tennessee 
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effective in the manage 


Extensive clinical tests show that when the 
diet contains an adequate amount of Mazola 
Corn Oil, serum cholesterol levels tend to be 
normal ...high blood cholesterol levels are 
lowered, normal levels maintained. 

Fortunately for both physician and patient, 
Mazola Corn Oil is not only rich in unsatu- 
rated fatty acids, it is also a delicious food. 
It becomes an enjoyable and normal part of 
the patient’s daily meals—no complicated or 
special diet is required. 

Here is a therapy easy for you to prescribe, 
easy and pleasant for your patients to follow. 

Nutritional authorities generally recom- 
mend that fats should provide no more than 
30% of the total calories. In cholesterol-low- 
ering diets from one-third to one-half of these 
fats should be unsaturated, such as in Mazola 
Corn Oil. 


ane? 
CORN PRODUCTS 
REFINING COMPANY 


Mazola® Corn Oil... palatable food 


ent and control 


arol levels 


OKING OR sacans | 
Mazola Corn Oil is a superlative cooking 
oil as well as a delicious salad oil. 
Adequate amounts can be eaten daily— 
in a wide variety of salad dressings and 
in a great number of fried and baked 
foods. 


[MOST errective | 
Pure, clear, bland and odorless. Mazola 
Corn Oil is stable and dependable, pro- 
viding the full measure of cholesterol- 
lowering unsaturated fatty acids char- 
acteristic of corn oil. 


ECONOMICAL 


Mazola Corn Oil is sold in grocery stores 
throughout the country, is available 
everywhere. Its comparatively low cost 
makes it as economical as it is effective. 


MAZOLA* CORN Olt is a rich source of un- 
saturated fatty acids. It can form a regular 
part of the diet without major changes in 
eating habits to provide an effective un- 
saturated oil as a part of the daily meals. 


EACH TABLESPOONFUL OF MAZOLA CORN 
OIL PROVIDES NOT LESS THAN: 


Natural Tocopherola ........-. 15 mg. 


TYPICAL AMOUNTS PER DIET 


For a 3600 calorie diet 3 tablespoonsful 
For a 3000 calorie diet 2.5 tablespoonsful 
For a 2000 calorie diet 1.5 tablespoonsful 


*Reg. U.S. Pat. Off. 
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TAKE A NEW LOOK AT FOOD 
ALLERGENS™-TAKE A LOOK 
AT NEW DIMETANES= 


In a recent 140-patient study’ DIMETANE gave “more relief or was pane to other anti- 
histamines,” in 63, or 45% of a group manifesting a variety of allergic conditions. Gave 
good to excellent results in 87%. Was well tolerated in 92%. Only 11 patients (8%) 
experienced any side reactions and 5, of these could not tolerate any antihistamines. 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- 
mine effects daylong or nightlong for 10-12 hours. Tablets (PaRaBRoMDYLAMiNe —— 


(4 mg. each, scored) or pleasant-tasting Elixir (2 mg. 15 ha 
may be prescribed t.i.d. or q.i.d., or as supple- ; 
mentary dosage to Extentabs in acute allergic 


situations. A. H. ROBINS CO., INC., Richmond 


20, Virginia. Ethical Pharmaceuticals of Merit Since 1878. EXTENTABS® e TABLETS e ELIXIR 


= 


Investigator 


after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 
“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . itis 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). ...” 


Freis, E. D., Wanko, A., Wilson, §. H. and Parrish, A. E.: J.A.M.A..166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4 effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


1n “Chlorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 
Hollander, W. and Wilkins, R. W.: Boston Med. Quart. @: 1, September, 1957. 


MERCK SHARP & DOHME oivision of merck & CO., 1Nc., Philadelphia 1, Pa. Mo) 


: (790 mg./day) 


INITIATE THERAPY WITH 'DIURIL'. ‘piurit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (€.g., 'INVERSINE') this should be continued, but the total 


daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects offen observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATIOS@AL The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED :250 mg. and 500 mg. scored tablets 'piurit' échlorothiazide); bottles of 100 and 1,000. 
"DIURIL' is a trade-mark of Merck & Co., Inc. 


Smooth, more trouble-free management of hypertension with 'DIURIL! 
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TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC. 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TriaMinic brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet t.i.d. because of the 
special timed-release design. 


first—s, to 4 hours of relief 
{rom the outer layer 


then—3 to 4 more hours of relief 
from the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 


Pheniramine maleate 
Pyrilamine maleate 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 


longed relief. 
“Trademark 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or ¥ Triaminic Juvelet. 


Triaminic: 


SMITH-DORSEY «a division of The Wander Company Lincoln, Nebraska « Peterborough, Canada 
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SENSITIZE 


USE 
POLYSPORIN 


POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes. 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥, 


Voi. 85, JuLy, 1958 
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C PETN + ©) ATARAX®) 


ET. ? For cardiac effect: PeTN is “. .. the most effective drug 
why PETN: currently available for prolonged prophylactic treatment 
of angina pectoris.” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
why ATARAX? of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


why combine the two? For greater therapeutic success: In clinical trials, CARTRAX 
was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks .. . require less 
nitroglycerin ... have increased tolerance to physical effort 
... and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 
Dosage and Supplied: Begin with 1 to 2 yellow cCarTRAX “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
NEW YORK 17, NEW YORK When indicated this may be increased by switching to pink CARTRAX 
Division, Chas. Pfizer & Co., Ine. 20 tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
, - write “CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 
CARTRAX should be taken 30 to 60 minutes before meals, on a 


continuous dosage schedule. Use PETN preparations*with caution 
*Trademark in glaucoma. 
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“tt has @ high degree of clinical 
safety... It is considered 
io be the preferred antimalarial 
drug for treatment of disorders 
of connective tissue, because 
of the low incidence of gastrointestinal 
distress as compared to that 


with chloroquine phosphate.” 


’... Plaguenil is decidedly fess toxic and better 
tolerated by the aver@ge patient, even in high 
dosage, than is 


NH-CH.CH,(CH,),N(CH,CH,), 


... the least toxic of its elass 


| 


PHOSPHATE 


SULFATE 


in 


SIDE EFFECTS MARKEDLY REDUCED 


DOSE: initial — 400 to G00 ing. or tablets) Plaguen! sulfate daily. 


Write for Booklet 
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SULFASUXIDINE® SUSPENSION WITH KAOLIN AND PECTIN 


CONTROLS “SUMMER COMPLAINT” 


For people at work or on vacation, “summer complaint” is an annoying hazard of 
warm weather. Changes in routine or in eating or drinking habits can cause diarrhea 
and ruin summer days. 


CREMOSUXIDINE gives prompt control of seasonal diarrhea by providing antibac- 
terial and antidiarrheal benefit. It detoxifies intestinal irritants and soothes inflamed 
mucosa. 
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Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.’ 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 
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*Timed Disintegration Capsule affords up to 8 hours relief. 
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ROETINIC’ 


one capsule a day, for all treatable anemias 


HEPTUNA’ PLUS 


when more than a hematinic is indicated 


(Prescription information on request) 


... Solve their problems with a nutrition product from New York 17, New York 


Division, Chas. Pfizer & Co., Inc. 
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Guest Editorial .... 


Borderline Appendicitis 


HE CLINICAL DIAGNOSIS in the patient with possible appendicitis may be 
at times extremely difficult. All of us have been faced with the problem whether 
to: (1) Operate when the diagnosis is questionable, or (2) delay and observe the 


patient. 


Proponents of number one say that it is safer to operate and remove a normal appen- 
dix than to risk perforation. The scientifically minded physician states that the mor- 
bidity and the mortality of the laparotomy per se is much less than the morbidity and 
mortality of appendiceal perforation caused by delay resulting from diagnostic error. 
On the surface, this reasoning sounds logical. I hear it often. However, there are 
many fallacies, obvious and implied, in this approach to the problem of possible 
appendicitis. 
One serious objection to this logic is the fact that although a diagnostic error may 
be made and on actual appendicitis be misdiagnosed, appendicitis may and often does 


subside without surgery and without perforation and peritonitis. 


There is a second fallacy in the previously mentioned premise as a reason for early 
surgery. In the past years, during the pre-antibiotic era, a perforated appendix was 
associated with a high morbidity and mortality. With the increasing number and 
broader spectrum of antibiotics, today the difference in death rate and complication 
rate is much less when comparing the perforated and non-perforated appendix. This 
may be emphasized in reviewing all the appendectomies done for acute appendicitis 
in Norfolk during 1957. In Leigh Memorial Hospital, DePaul Hospital and Norfolk 
General Hospital there were 322 appendectomies done with a clinical diagnosis of 
appendicitis. Thirty-six of these had perforated with localized abscess formation or 
generalized peritonitis. There was only a single death in this group and although the 
surgery may have been a contributing factor, the fact that the appendix had perforated 
was not the cause of death. The morbidity was measured by the number of hospital 
days. The average number of hospital days for those patients who had _ perforated 
was ten, as compared to six for those who had not perforated. Every chart was re- 
viewed. The apparent reason for keeping those patients who had peritonitis in the 
hospital longer was based on caution by the surgeon, not on the appearance of a com- 
plication. Actual complications occurred in only eight. The majority of these were 


wound infections. 


4 
* 


A third objection to immediate surgery in questionable appendicitis lies in simple 


arithmetic. If one believes in this premise of early surgery and practices it, then the 
number of patients undergoing laparotomy will be greater than when one waits and 
observes. This actual increase in number of patients undergoing surgery, in itself, 
increases morbidity and mortality. If delay and observation are chosen, then there are 
many patients who would never come to laparotomy because of: (1) Disappearance 
of symptoms with a diagnosis of subsiding appendicitis; (2) Subsidence of symptoms 
without any definite diagnosis. (3) A definite clinical diagnosis other than appendicitis 
not requiring surgery and (4) A diagnosis of another lesion requiring surgery but with 


a chance of better preparation of the patient and family. 


A fourth objection lies in the words diagnostic error. With longer and better surgical 
residences, well designed post-graduate teaching programs and the more liberal use 
of consultations, accuracy of diagnosis has improved. Today, clinicians are better 
trained and better educated and the chances of an early appendicitis progressing to 
perforation during observation are considerably less likely than in the past. 

I have discussed the reasons given for operating early in questionable appendicitis. 
I have pointed out fallacies in the rationale. I believe in the other alternative, delay 
and observe the patient, but not without specific qualifications. The patient with 
questionable appendicitis should be hospitalized and observed carefully. Consulta- 
tions can and should be used freely. I have set up arbitrary criteria as indications 
for exploratory laparotomy. Based on past personal experience and observation, these 
criteria have changed and, I suspect, will continue to change. While the patient is 
under observation in the hospital, any one of the following constitutes an indication 
for operative intervention: (1) Increasing point tenderness, rigidity and rebound, 
ie., the clinical development of a definite surgical abdomen; (2) A rising temperature 
and pulse; (3) A rising W.B.C. with or without a shift to the left. The two latter 
criteria apply, of course, in the absence of any other cause for elevation of temperature 
or white count. Should the temperature or white count remain or return to normal and 
the abdominal signs or symptoms subside, a further medical, laboratory and radio- 
logical evaluation may be indicated prior to discharge. The need for such an investi- 
gation depends on the feeling of the attending physician or physicians and is beyond 


the scope of this editorial. 


In conclusion then, cautious observation in “borderline” appendicitis is preferable 
to immediate surgery. This is borne out in an analysis of the false premise that “it 
is better to remove a normal appendix than to let one rupture.”’ Statistics available in 
Norfolk support careful observation in the patient with questionable appendicitis, since 
even with progression to perforation, mortality was almost nil and morbidity minimal. 


Consultation and careful, frequent examinations in the hospital are vital. 


James S. Bercrr, M.D. 
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Lawyers In Virginia 


WISH you to know that I was very agreeably 

surprised when your President, Mr. Taylor, in- 
vited me to speak before vou here at this meeting. 
I would like to say that I was overjoyed, because | 
really was. But I learned some time back, when I 
was a witness in court, not to ever let a lawyer know 
my real emotions—he might trap me into a king- 
sized debacle three jumps later. 

Here in Virginia these two honored professions 
of law and medicine have gone forward together ever 
since the settling of the first colony just up the river 
from here at Jamestown. have 
gone along exactly together, since doctors are prone 


I'm not sure they 
to seek other doctors in their recreational pursuits, 
and I suppose lawyers get together also for their 
social activities—Exhibit #1—see the banquet to- 
night here, or that held any year at the meeting of 
The Medical Society of Virginia. Then we must on 
occasion seek each other’s help when, following such 
a banquet of the physicians, some over-zealous mem- 
ber requires legal advice, or conversely, perhaps a 
legal eagle must have his head patched. Those are 
elementary forms of cooperation. In such an en- 
deavor we treat each other just as we treat any other 
client. 

More and more as the years have rolled on we 
have found ourselves in need of a different kind of 
cooperation—cooperation between our professions on 
a full “profession” basis, assisting each other in the 
proper, and fullest, medical extent of justice, and the 
correct and complete legal care of the medical case. 

I don’t need to tell you a great many of your cases 
involve medical problems, that many of your clients 
brings problems to you that require the combined 
services of a physician and a lawyer. 

Within the past month, since the rumor was whis- 
pered about that I would address you here today, I've 
had three lawyers tell me that the legal profession 
needs the doctors’ help more than the reverse. Well, 
I doubt that. In the four years that my local medical 
society has enjoyed their joint dinner and program 
with the local Bar members, a great many physicians 


Delivered before the Virginia State Bar Association, 
Old Point Comfort, May 3, 1958. 
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A Few Joint Problems of The Doctors and 


HARRY C. BATES, Jr., M.D. 
Arlington, Virginia 


have been heard to remark afterwards that they came 
away with much more knowledge and understanding 
of medical-legal questions than they had at the onset 
of the festivities. This situation is easily explainable. 
The average physician is necessarily interested most 
of all in medicine. In order to establish a good prac- 
tice he must learn all the medicine he can. When 
he is starting out and has time on his hands, he 
works in clinics and studies medical books and goes 
to medical meetings and conventions to increase his 
knowledge. As his practice increases he has less and 
less time for other reading and subjects. Since he 
must be available for medicine most of the time he 
seldom takes up a different profession. Most of his 
spare time, if any, is devoted to a hobby. I imagine 
law, as a hobby, would be interesting, but—well, 
medicine wouldn’t make a very good hobby either. 
We get a smattering of legal medicine in medical 
school. Our real contact comes when we get our first 
subpoena, and that is often too late. Not knowing 
what to expect, being just as frightened as any other 
novice in the witness chair, and having notes that 
were made in a hurry to refresh our memories from 
patient-visit to patient-visit, we usually come out of 
the encounter mad at the world and madder at the 
legal profession. We're mad because we feel as 
though we've taken a beating. When we treat a 
patient we’re used to being in control of the situa- 
tion. When we go to court, you control the situation 
and we don’t like it. Of course, this isn’t really any 
different than when you come into a doctor's office 
for a physical examination and we give you the 
works. I’ve seen a lawyer perspire freely when I 
was doing something simple to him, such as listen- 
ing to his heart or checking his blood pressure. The 
stress reaction is common to all of us and applies 
whenever we are out of our own element and are not 
in command of the situation. It makes us equally 
unhappy. One reason we need closer friendship is 
to reduce this reaction, to lower the barrier, to ease 
our own personal lives. 
I hadn’t been in office very long when I received 


a letter from your President, Mr. Taylor, inviting 
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us to help establish a liaison committee between our 
two groups. Since I had just finished appointing 
some 50 odd committees for other functions, it wasn’t 
difficult to get back in the groove long enough for 
one more. 


Soon after that the two committees, one from the 
* Bar and one from the Medical Society, met and broke 
the ice—or maybe I should say, “melted the ice”, 
(about 2 buckets full!) in Richmond. Other meet- 
ings have followed and just recently I received evi- 
dence of the hard work this joint committee has been 
doing. Yesterday, I believe, the report of this Com- 
mittee was presented to your organization for its 
approval. It will be presented to the Medical Society 
at our next general meeting in October. I am sure 
it will receive sympathetic consideration and I sin- 
cerely hope it will be made a matter of policy. 

In establishing the “Standards of Principles Gov- 
erning Lawyers and Physicians” your Committee has 
enunciated several important points. First of all, 
these are principles of ‘proper conduct” for our two 
professions, “subject always to the principles of med- 
ical and legal ethics and rules of law prescribed 
for individual professional conduct.” This certainly 
is as it should be. Both great professions function 
basically on relatively strict codes of ethics, estab- 
lished primarily for the benefit of the client and 
secondarily for the protection of the professional 
member. While our ethical codes differ necessarily 
because of many factors, they both have the same 
guiding principles and objects basically, and with 
little effort should surely be made to work coopera- 
tively. With few exceptions the members of our two 
professions are highly ethical individuals. It has 
been my experience that where a breach of ethics has 
occurred it was usually because of a lack of under- 
standing, or because of too rapid a decision rather 
than because of any deliberate attempt to flout the 
principles of ethics. I think that our two organiza- 
tions should make an all-out effort to be positive that 
our individual members receive and study and use 
the new “Standards” to which we are referring. I 
feel certain that this will be a great step forward in 
bettering our relations, and most of all will result 
in better handling of cases, more cooperation between 
participants, reducing unnecessary verbiage and hag- 
gling, and will probably give the jury, where such 
exists, a better picture of the situation. 


Let’s shift now to another problem that we enjoy 
mutually. I am thinking of the expert medical wit- 
ness. It seems to me that the great majority of phy- 
sicians are not especially interested in giving testi- 
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mony in legal cases. A few, perhaps, enjoy it, though 
I don’t know why. I’m not often called as a medical 
witness because of my type of practice, and my ex- 
perience in this line is quite limited. 

As far back as 1914 the American Medical Asso- 
ciation made a three year comprehensive study of 
this subject. Recommendations were made as fol- 
lows: (1) Definite distinctions should be made be- 
tween matters of fact and matters of opinion, (2) 
there should be no restrictions on the testimony of 
fact, and (3) the testimony on opinion should be 
limited to the experts called by the court. These 
experts should be compensated at a rate fixed by the 
Court and charged as part of the cost of the case or 
against the party requesting the testimony. 

In 1929 the A.M.A. again expressed its offer to 
cooperate with the American Bar Association and 
others in trying to bring about suitable changes in 
court procedure in this field. 

The A.M.A. has conducted medico-legal sympo- 
siums, mock trial demonstrations, and more recently 
has produced several movies on the right and wrong 
way to act in preparation of testimony, giving of 
testimony, and other related medical-legal problems. 
Some of you have seen these movies, and I think 
they are pretty good. 

Most of us know that it is difficult for a witness 
to be impartial. If he is forced into court by sub- 
poena, he objects and takes sides. If he is to be paid 
by a particular party in a case, it is only natural for 
him to assume that he is working for that party. If 
one of the parties in a case is a regular patient, or 
was even treated by him with particularly good (or 
particularly bad) cooperation and result, then the 
physician has a pre-formed opinion regarding that 
person. You know as well as I do that being and 
remaining absolutely neutral in an argument is a 
very difficult psychological problem. Consequently, 
the medical expert witness, as things are arranged at 
present, may be merely more expert for one side 
than he is for the other, and this certainly doesn’t 
present unbiased opinion. 

I am strongly in favor of our two groups going 
ahead with an attempt somehow to establish the 
expert witness as a completely neutral witness, in- 
sofar as it is possible to do so. Considerable infor- 
mation is available on this problem. You may know 
more about the steps that have been taken elsewhere 
than I do, but various methods and ideas are being 
tried over the country. 

There will be some who may object to the estab- 
lishment of a system of impartial medical testimony. 
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Certainly there may be difficulties in working it out 
to the satisfaction of all. But once a proper arrange- 
ment is established it will automatically clean house 
of those few in both groups who hang on the fringes 
and take advantage of the present situation. There 
are a few in every jurisdiction, and while you and 
I know who they are, catching them is like trying 
to put the finger on a floating crap game. 

Now, one other problem. A few months ago Mr. 
Dave Kinney, an able barrister from Arlington, and 
I discussed the question of malpractice before our 
annual joint dinner meeting of doctors and lawyers. 

Any of you who have ever been faced with a 
possible malpractice suit know how unpleasant it is. 
Some of you have, and I have. When the initial 
shock of realization wears off, you begin to figure out 
what the best procedure is. In my case I went to 
our own Medical Society Grievance or Mediation 
Committee. I met them and gave my version of the 
case, showed them my records and arranged to have 
other physicians who had been involved in the case 
appear before them. The Committee then took it 
upon themselves to call the patient in for a discus- 
sion of his version of the case. He was seen several 
times; the Committee even called in a minister to 
help talk to the patient; several evenings of three or 
four hours each were used up by members of the 
Committee while I perspired freely. I was finally 
told that I was clear medically, but that the patient 
was quite paranoid and had threatened to kill me. 
In addition to that he might sue me also. 

I trust you will excuse the use of a personal 
experience to demonstrate a point. I am sure in 
my own mind that I would have been needlessly sued 
and that the legal processes would have been bur- 
dened with another unnecessary case, had it not been 
for our Mediation Committee. 

Perhaps the members of the Bar are unaware that 
many Medical Societies have mediation committees. 
They are usually composed of several of the more 
experienced doctors, appointed or elected annually. 
Their primary purpose is to weed out the case of a 
grievance between patient and doctor, or doctor and 
doctor, which is due primarily to a misunderstand- 
ing, or a personality conflict, or a fee question. If 
possible, they try to bring about a reconciliation of 
the parties involved. If a case is obviously irrecon- 
cilable, then the doctor is told so. 

This idea is the first step in actually preventing 
malpractice suits. The A.M.A. reports to me that 
29 State Medical Societies, including our own, have 


so-called medical professional liability review pro- 
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grams similar to our County plan. Some of the Com- 
mittees go further into the second phase—they ac- 
tually recommend whether a case, once reviewed, 
should be settled out of court or defended to the last 
ditch. If defended, some will provide expert wit- 
nesses for the accused. A number of the committees 
act only when requested to do so by the defendant 
physician; some of them permit legal counsel and 
representatives of the insurance carrier to participate 
in the pre-trial hearings. You may or may not know 
that professsional liability insurance differs from 
other liability insurance in that a case cannot be 
settled by the carrier without the express permis- 
sion of the defendant physician. On this basis the 
insurance companies often prefer to sit in on the 
Committee’s hearings. 

The California Medical Association has recently 
worked out an agreement with the California Bar 
Association whereby upon request medical special- 
ists will be made available by any county medical 
society to an attorney with a potential medical pro- 
fessional liability case. A theoretical case under this 
arrangement was a featured article in the November, 
1957 “Medical Economics” magazine. 

The third and final phase of this type of arrange- 
ment is now being tried out in Baltimore and New 
York City. In those areas the Medical Societies 
have created panels of impartial experts, three spe- 
cialists in each of 18 different fields of medicine. 
The Court may appoint any one of these when indi- 
cated, (but usually they are used in large cases, or 
where there is a great diversity of opinion on the 
part of opposing experts, or other special instances). 
This Court-appointed expert then examines the rec- 
ords, x-rays, and patient himself. His report is 
delivered to the Court and to opposing counsel, 
before trial. The case may then be settled, or may 
go on to argument. The Court-appointed expert is 
subject to cross-examination just as is any other 
witness. 

Now, if my experience in court as a witness is 
typical, then most doctors would probably welcome 
this type of arrangement. The average physician, 
I believe, is very unhappy on the witness chair, and 
would just as soon avoid it, as I mentioned before. 
The Court-appointed expert witness is really desig- 
nated by other physicians who know his professional 
ability and who trust him. The Court must see that 
he is amply remunerated for his effort and it should 
not work hardship on him. 

The advantage of all these plans is that they help 
to weed out unnecessary court procedures. If there 


is no case, or if the case can be settled, it is discov- 
ered much more quickly and easily than before. I 
must admit that they do away, perhaps, with much 
of the need for the professional expert witness. 

It is my own personal opinion that most of the 
areas in Virginia are capable of producing the neces- 
sary experts in nearly every field, if such a plan 
were put into effect. 

Meanwhile, our Mediation Committees will con- 
tinue to pluck cases out of the hands of our legal 
brethren whenever it is possible to do so. 

Now, I have just touched on a few of the reasons 
for more cooperation between physicians and law- 
yers, individually and collectively. This discussion 
could go on all day without exhausting the possi- 
bilities. I intend to spare you such suffering since 


Editor's Note: These Standards of Principles 
Governing Lawyers and Physicians have been ap- 
proved by the Virginia State Bar Association and 
will be presented to The Medical Society of Virginia 
at its annual meeting in the fall. 

The Committee from the Society is composed of 
Dr. E. E. Haddock, Richmond, Chairman; Dr. Wil- 
liam Dolan, Arlington; Dr. G. T. Mann, Rich- 
mond; Dr. James P. King, Radford; and Dr. T. A. 
Morgan, Radford. 


PREAMBLE 
Acknowledging that a substantial part of the prac- 
tice of law and medicine is concerned with the 
problems of persons who are in need of the combined 
services of a lawyer, and a physician; and that the 
public interest and individual problems in these 
circumstances are best served only as a result of 
cooperative efforts of all concerned; we, the Virginia 
State Bar and The Medical Society of Virginia do 
adopt and recommend the following declaration of 
principles of proper conduct for lawyers and phy- 
sicians, subject always to principles of medical and 
legal ethics and rules of law prescribed for their 

individual professional conduct. 


A. MeEpbIcaL REPorRTs. 


1. Where a report is requested by the patient's 
attorney, supported by proper written authorization, 
and where the report is to be based on information 
which the physician can obtain from available rec- 
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STANDARDS OF PRINCIPLES GOVERNING LAWYERS AND PHYSICIANS 


my duty is to help the situation, not aggravate it. 
I should like to st-ess the fact that the primary object 
in improving our relations is to benefit our clients— 
maybe I should say ycur clicnts, our patients. If, 
as I believe, we benefit incidentally, then so much 
the better. 

Considerable progress has already been derived 
from our joint effort. I hope much more will come 
in the future. Your President is to be congratulated 
on starting the ball rolling in this project. 

Again let me thank you for allowing me to appear 
here today. I sincerely hope you have a successful 
and gala meeting. 

3801 North Fairfax Drive 
Arlington, Virginia 


ords, he should furnish a report as promptly as 
possible. 

2. Where the report is requested by someone other 
than the plaintiff, or the plaintiff’s attorney, the 
physician should insist upon proper authorization 
from the patient before giving the information or 
the report and his charge for such report should be 
in an amount to be agreed upon between him and 
the person seeking that report. 

3. When a report is requested, the lawyer should 
make clear in his written request for a report the 
specific condition about which he seeks information, 
and should likewise indicate whether or not he is 
asking for a prognosis, diagnosis or extent of disa- 
bility. The physician, upon receipt of such request, 
should answer such request and furnish such report 
promptly. 


B. PHysictans As WITNESSES. 

1. The relation between a lawyer and a physician 
should be based upon mutual courtesy and under- 
standing. A physician should understand that medi- 
cal testimony is frequently indispensable to prove or 
disprove the nature and extent of injuries. There- 
fore, when he undertakes to treat a person who has 
been injured, he has an incidental responsibility 
with respect to any legal proceedings which may 
ensue as a result of the patient’s injury. 

2. It is understood that the fee charged by the 
physician for his medical services does not take into 
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account any further time or effort on his part in the 
event of such litigation, and therefore these prin- 
ciples recognize that it is right and proper that the 
physician should be further compensated for any 
additional time or effort expended by him in such 
litigation. 


It is recognized that in most instances it is 
proper that a conference should be held between the 
physician and lawyer proposing to call him as a 
witness, at some mutually convenient time before he 
is to testify. 

No physician should be subpoenaed as a witness 
to testify in any case without prior conference with 
the lawyer calling him, concerning the matters as 
to which he is to be interrogated, unless both the 
physician and the lawyer agree that such conference 
is unnecessary, or unless the lawyer is unable, after 
a bona fide effort, to obtain such a conference. 


4. When requesting or summoning a physician to 
attend court, the lawyer should appreciate that a 
physician has continuing and often unpredictable 
responsibilities to his patients. Insofar as he is able, 
the lawyer should make arrangements to permit the 
physician to testify with a minimum of inconvenience 
and delay. 

5. Insofar as it is in their power to do so, how- 
ever, lawyers should make such advance arrange- 
ments for the attendance of physicians as witnesses, 
as will have due regard for the professional demands 
upon the physician's time, including preparation of 
medical evidence. Such advance arrangements con- 
template some reasonable notice to the physician of 
the intention to call him as a witness, prior to the 
issuance of the subpoena, and calling him by phone 
after the trial has commenced and advising him of 
the approximate time when he will be called to tes- 
tify. 

6. It is recognized that, although every reasonable 
effort should be made to minimize the inconvenience 
to the physician witness, the dispatch of the duties 


of the courts cannot be governed by the convenience 


of litigants, lawyers or witnesses, whoever they may 
be. 


7. When a physician, who has not treated the 


injured party, is called to testify as an expert wit- 
ness, he shall be paid such fee as is agreed upon 
prior to the trial with the lawyer representing the 
party calling him. 


8. The physician, while testifying should: 

(a) At all times maintain the dignity of his pro- 
fession; 

(b) Answer questions as concisely and objectively 
as possible, using terminology which is un- 
derstandable to a jury of laymen. 

(c) If he does not know the answer to any ques- 
tion, so state and make no attempt to con- 
jecture or theorize, or give answers not re- 
sponsive to questions propounded or volunteer 
testimony ; 

(d) Under no circumstances permit any bias, 
prejudice, favoritism or personal interest to 
influence his testimony. 

9. The attorney, in examining or cross-examin- 
ing a physician, should, as in the case of all 
other witnesses, avoid questions which are intem- 
perate or unfair. (Questions of this type are no doubt 
designed to discredit a witness’ testimony by inciting 
emotional demonstration and are beneath the dig- 
nity of the ethical attorney and equally in violation 
of the dignity of the physician. If they do arise and 
are not acted on promptly, the witness may address 


the court and inquire if he is required to answer such 
questions. 


10. All additional medical consultations consid- 
ered necessary to the proper preparation for a legal 
presentation should be accomplished only after con- 
sultation with the patient-litigant’s legal represent- 
ative and the patient-litigant’s physician. 

11. Nothing herein is intended to alter the rules 
of law with reference to attendance of witnesses and 
fees for their attendance nor the law with reference 
to privilged communications. 

C. PHyYSICIAN’s FEE AND SERVICES. 

1. It is fully understood that under no circum- 
stances should the physician’s charges, or his fees as 
a witness, be contingent upon the success of the 
patient’s litigation. 


Voi, 85 
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EFORE BEGINNING a discussion of fluid 

and electrolyte balance which occurs in a dis- 
eased state, it seems wise to review the normal phys- 
iology; then the effects of the disease state can be 
discussed in relation to the normal. 

It is important first to define units of measure- 
ment, which are useful in understanding the rela- 
tionship of reactions between electrolytes as well as 
their physical capabilities to effect shifts in water 
balance between body fluid compartments. The fol- 
lowing terms are used: Mol (M), Millimol (mM), 
equivalent milliequivalent (mEq), osmol millios- 
mol (mOsm). 

A Mol of a substance is a molecular weight of 
that substance expressed in grams. One Mol of 
glucose is 180 grams and one Mol of sodium chlo- 
A millimol is 1/1000 of a Mol 
or the molecular weight expressed in milligrams. One 
millimol of glucose is 180 milligrams and one milli- 
mol of sodium chloride is 58 milligrams. To convert 


rides is 58 grams. 


the weight of a substance in milligrams to milli- 

mols, one must divide that weight by the molecular 

weight of the substance: for example, 1000 mg. 

Na = 17.1 mM Na. 

Substances do not react with each other gram for 
gram, but do react proportionately to their equivalent 
values. An equivalent of a substance is the molecular 
weight in grams divided by the valence, since this is 
a quantitative expression of the ability of one ele- 
ment to combine with another. Valence is the com- 
bining power of an element in relation to other ele- 
ments of charges. A_ milli- 
equivalent is therefore the molecular weight in milli- 
grams divided by the valence. A mol or millimol of 
a univalent ion is the same as an equivalent or a 
milliequivalent, but a milliequivalent of a divalent 
ion in one half the value or weight of a millimol. 
For example, there are 23 milligrams to 1 millimol 


opposite electrical 


From the Cardiovascular Section of the School of 
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This work is part of an over-all project which is sup- 
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of sodium and 23 milligrams to 1 milliequivalent 
of sodium. However, there are 40 milligrams to 1 
millimol but only 20 milligrams to 1 milliequivalent 
of calcium. 
To convert milligrams per 100 cc. to milliequiva- 
lent per liter the following formulae are used: 
mg./100cc. x 10 == mg./L. 


mg./L x val 


mEq/L. 


molecular wt. 
To convert milliequivalents per liter to milligrams 
per cent the following formulae are used: 


E ‘i, 
== mEq/100ce. 
mEq/100 cc. x mol. wt. ie 
mg.%. 
valence 


Gases can also be expressed as molecular equiv- 
alents; one mol of COs, carbon dioxide, occupies 
22.26 liters under standard conditions', (zero de- 
grees centigrade and 760 millimeters of mercury), 
and one millimol occupies 22.26 cc. The concentra- 
tion of a gas dissolved in a liquid is usually expressed 
as cc. of gas per hundred cc. of liquid or volumes 
per cent. Therefore, to convert this to millimols per 
liter the following formula is used: 

— millimols/L. 

Osmol is a term which expresses measurement 
of osmotic pressure. Whenever a substance is in 
solution it exerts an Osmotic pressure which is 
related to the number of particles in the solution. 
One millimol of a substance such as glucose which 
does not dissociate is equal to one milliosmol while 
one millimol of a substance such as sodium chloride 
which dissociates into two components, sodium and 
chloride, results in the formation of two milliosmols, 
since each of the two components exert an equal 
osmotic pressure. 

Effective osmotic pressure becomes evident when 
two different solutions are separated by a membrane 
which is permeable to the solvent but not to the 
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solutes. If the concentration of solute on one side 
of the membrane is greater than that on the other, 
then the solvent will move across the membrane until 
the concentrations are equal on the two sides. The 
force which causes the solvent to move from the side 
with the lower concentration to that with the higher 
concentration, until equilibrium is reached, is the 
effective osmotic pressure. It is this effective osmotic 
pressure that operates to cause shifts of the water 
across membranes between body compartments. 

The term tonicity refers to the concentration of a 
solute in solution on one side of a semi-permeable 
membrane compared with the concentration of an- 
other solute on the other side of this membrane, 
which is permeable to the solvent but not to the 
solutes. Tonicity is useful in expressing effective 
osmotic pressure. Two solutions with equal concen- 
tration are isotonic. A solution which is more con- 
centrated than another is hypertonic and one which 
is less than another is hypotonic. Thus, solutions 
which are equal in osmoler concentration to the 
body fluids are isotonic. Those of greater concen- 
tration are hypertonic and those of lesser concentra- 
tion are hypotonic. 


SUBSTANCES WHICH ARE IMPORTANT 
IN EFFECTIVE OSMOTIC PRESSURE 

The cations of the body fluids are sodium (Na-4 ), 
potassium (K+), calcium (Ca+), and magnesium 
(Mg+). The anions are chlorides (CL—), Bicarbon- 
ate (HCO;—), phosphate (PO,—), and sulfate 
(SO,—). Since the pH of the body fluid is on the al- 
kaline side, proteins which are amphoretic act as 
anions. Sodium comprises the major cation in the 
extracellular fluid and potassium in the intracellular 
fluid. Changes in concentration of these produce 
changes in effective osmotic pressure as will be shown 
later. Protein may exert an effective osmotic pressure 
also. If protein is placed in solution with electrolytes 
and separated by a semi-permeable membrane from 
another solution containing similar electrolytes only, 
an effective osmotic pressure is produced. This is 
exerted on the side containing the protein and in the 
vascular system this is known as oncotic pressure. 
This oncotic pressure is important since it is part 
of a process which allows movement of fluid between 
the capillaries and extracellular spaces. The hydro- 
static pressure at the arteriolar limb is on the order 
of 32 mm. of mercury”, and that on the venous limb 
is on the order of 12 mm. of mercury while the 
oncotic pressure or effective osmotic pressure within 
the capillary is on the order of 25 mm. of mercury.* 
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It is apparent that fluid diffuses out at the arteriolar 
limb and is “drawn in” at the venous limb. An 
additional effect of the protein in the vascular sys- 
tem results in slightly increased cation concentra- 
tion in the plasma as compared with interstitial 
fluid, and a slight decrease in the anion concentra- 
tion. This can be expressed quantitatively as 1.05 
and 0.95 respectively. It is called the Gibbs-Donnan 
effect.14 


VOLUME OF THE BODY FLUID 
COMPARTMENTS 


The water content of the body (total body water) 
is about 60% of the body weight.! This is higher in 
muscular individuals, around 70%, and lower in 
obese persons, around 50%.‘ It is separated into 
intracellular and extracellular fluid compartments. 
Approximately 40% is found in the cells, the intra- 
cellular compartment, and 20% in the extracellular 
compartment. The extracellular compartment is fur- 
ther divided into the plasma volume and interstitial 
fluid volume. The plasma volume is approximately 
5% of the body weight. For example, an ideal man 
weighing 70 kilograms has the following fluid com- 
partments. 


Total Body Water (TBW) 70 x 0.6 = 42 L 
Intracellular Fluid (ICF) 70 x 0.4 = 28 L 
Extracellular Fluid (ECF) 70 x 0.2 = 14 L 
Plasma Volume (PV) 70 x 0.05 = 3.5 L 


COMPOSITION OF THE BODY FLUIDS 


The composition and concentration of the electro- 
lytes in the extracellular fluid are not difficult to 
determine since that in the serum is comparable to 
interstitial fluid through the presence of protein re- 
sults in a slight difference in concentration as noted 
above. However, for practical clinical purposes the 
serum concentration is considered to be that of the 
extracellular fluid. These are shown in the following 
table.® 


Cation mEq/L Anion mEq/L 
Sodium (Na) 142 Bicarbonate 27 
Potassium (K) 5 Chloride 103 
Calcium (Ca) 5 Phosphate 2 
Magnesium (Mg) 2.0 Sulfate 1 
Organic Acid 5 
154 Protein 16 
154 


The determination of the concentration and com- 
position of the electrolytes in the intracellular fluid 
is more difficult and can only be approximated. The 
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composition of these electrolytes is shown on the 
following table. 


Cations mEq/L 
Sodium (Na) 10 
Potassium (K) 150 


Magnesium (Mg) 40 


Anions mEq/L 
HCOs 10 
POs SOs 150 
Protein 40 

The sum of the number of cations and anions in 
the extracellular fluids is approximately 310.1 This 
can be expressed as milliosmols since each particle 
exerts an osmotic pressure. 


Figure I shows diagrammatically the distribution 


cellular fluid decreases, the water will move to the 
intracellular fluid compartment until the osmotic 
concentrations are again equal. The concentration 
of the electrolytes in the intracellular fluid remain 
fairly constant. However, there is a continuous in- 
terchange of the electrolytes and metabolic processes 
in the cells which prevent the sodium from increas- 
ing its concentration by extruding it from the cell 
and concurrently maintaining the concentration of 
potassium within the cell.!* 


The discussion in the preceding paragraph repre- 


NORMAL 70 Kg MAN 


TBW 42L 


ICF 28L 


Total Body Water 
Intracellular Fluid 
Extracellular Fluid 
Plasma Volume 


Horizontal lines represent volume. * 


Vertical lines represent concentration. * 


70 X 0.6 
70 X 0.4 
70 X0.2 
70 X 0.05 = 3.5L 


PO, +504 


Organic 


K 45 
ca 5.0 
MQ 3.0 


Protein 


Electrolyte Pattern 


of ECF 
=28L 


= 14L 


Figure I 


* This legend will be followed in all subsequent similar diagrams. 


of fluids in the various body compartments and the 
electrolyte concentrations in the extracellular fluid. 
The horizontal line expresses volume and the ver- 
tical line concentration. 

It can be assumed that the osmolar concentration 
of the extracellular and intracellular fluid is the 
same under normal circumstances.6 Any change 
therefore in the concentration of the electrolytes in 
the extracellular fluid will result in a shift of fluid 
into or out of the cells depending on the direction 
of the change. If for example, the osmotic concen- 
tration of the extracellular fluid increases, then water 
will move from the intracellular fluid compartment 
to the extracellular compartment until the concentra- 
tions are equal. If the concentration of the extra- 
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sents an important concept, since it demonstrates how 
a change in the tonicity of the extracellular fluid is 
reflected in the total body water. This is shown 
diagrammatically in Figure II. This shows why it 
is necessary to give enough sodium to increase the 
concentration in the total body water when correct- 
ing sodium depletion as will be discussed later. 
Since sodium makes up more than 90% of the 
cation concentration of the extracellular fluids, 
changes in its concentration generally reflect changes 
in tonicity of the body fluids and calculations of 
deficits of water and sodium sometime may be roughly 
estimated by these changes. When there is marked 
hyperglycemia, however, this does not hold true, 
since glucose does not passively enter the intracel- 
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PV 3.5L 27 | HCO, 
No 142 
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(TBW) 
(1CF) 
(ECF ) 
(PV) 


INCREASE IN CONCENTRATION 
DUE TO WATER LOSS 


A 


Black represents—Intracellular fluid 


White represents—Extracellular fluid 
Shaded represents—Deviations from normal 


Water loss above results in an increase in the concentration of 


EQUILIBRIUM RESULTING FROM 
MOVEMENT OF WATER FROM 
ICF TO ECF 


the extracellular fluid ac- 


companied by a decrease in volume. (A) Since the extraceilular fluid is now hypertonic, water 
moves from the intracellular space to the extracellular space until equilibrium is reached. (B) 
The initial deviations from normal concentration and volume of the extracellular fluid are 


water. 
DECREASE IN CONCENTRATION 
OF ECF 


Cc 


When there is decrease in concentration of the extracellular fluid (C) 
the extracellular space to the intracellular space. 


therefore shared by both fluid compartments resulting in hypertonic contraction of total body 


EQUILIBRIUM RESULTING FROM 
MOVEMENT OF WATER FROM 
ECF TO ICF 


D 


water moves from 
This results in hypotonic contraction of the 


extracellular fluid and hypotonic expansion of the intracellular fluid as shown in (D). 
This also demonstrates how a change in concentration in one space is reficcted throughout 
the whole body water. 


lular compartment and an effective osmotic pressure 
is exerted. This causes more water to enter the 
extracellular fluids with resulting decrease in sodium 
concentration though the total sodium is normal in 
amount. Under these circumstances there is a reduc- 
tion of sodium concentration but without a decrease 
in tonicity.! 

It seems important to emphasize that concen- 
trations of the electrolytes only roughly reflect their 
total amount in the body. If electrolytes and water 
are lost in isotonic fashion, then, even though a con- 
siderable deficit exists, there will be no change in 


concentration. If water is retained in greater quan- 
tities than sodium then the concentration will be 
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Figure Il 


reduced but the total body sodium will be normal or 
increased. This is frequently seen in heart failure. 

If water and sodium are both lost but water is 
lost in greater quantities than sodium, though the 
concentration is normal or elevated, the total body 
sodium is decreased. 

In potassium depletion accompanying dehydra- 
tion resulting from excessive diuretic therapy, the 
concentration of serum potassium may be increased 
because of contraction of the extracellular fluid while 
the actual amount of body potassium is decreased. 
Serum concentrations therefore are guide posts 


which must be intelligently- interpreted. 
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HOMEOSTATIC MECHANISMS WHICH 
MAINTAIN THE OSMOLARITY OF 
THE BODY FLUIDS 


There are a number of factors which contribute 
to homeostasis of the body fluids and electrolytes. 
One of the most important is that which allows 
excretion or retention of water by the kidneys. An 
increase in tonicity of the body fluids results in an 
increased secretion of antidiuretic hormone (ADH) 
by the posterior pituitary which causes water reten- 
tion by the kidneys and tends to restore tonicity to 
normal. A decrease in the tonicity of the body fluids 
is followed by a decrease in secretion of ADH with 
resulting diuresis which also tends to restore tonicity 
to normal. These mechanisms are effective until the 
extracellular fluid is seriously depleted, then further 
reduction in volume of the fluid causes increase in 
secretion of ADH and reduction in urine output, even 
though tonicity is reduced. It appears, therefore, 
that tonicity is of paramount importance in the con- 
trol of water excretion until volume is seriously 
compromised, then volume takes precedence, despite 
decrease in tonicity.! 

Conditions of stress also probably result in in- 
creased secretion of ADH with resulting retention 
of water in greater quantities than sodium. This 
phenomenon has been shown to occur post-opera- 
tively. The intensity of the response is proportional 
to the severity of the stress.*8 

Sodium excretion or retention seems to be related 
to changes in volume of the extracellular fluid 
rather than concentration of sodium. If the extra- 
cellular fluids are expanded by either hypertonic 
sodium chloride or hypotonic sodium chloride, so- 
dium excretion is enhanced despite the fact that 
sodium concentration is increased with one and 
decreased with the other procedure. If the extracel- 
lular fluids are decreased by water deprivation or by 
loss of electrolytes in excess of water there is a 
diminished excretion of sodium in the urine despite 
the fact that in the first instance serum sodium con- 
centration is increased and in the latter it is de- 
creased. The location of the receptors which effect 
these changes is not known though there is some 
evidence that they are located on the arterial side and 
perhaps in the cranial cavity. 

These changes are mediated through the adrenal 
cortex. Increase in the secretion of aldosterone by 
this gland causes reabsorption of sodium and excre- 
tion of potassium while decrease in this hormone 
causes a reverse effect.” Under conditions of stress 
there is evidence that excessive amounts of this hor- 
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mone are excreted. Aldosterone secreting tumors of 
the adrenal glands have been described which pro- 
duce marked physiological effects, chiefly sodium 
retention and potassium depletion, with resulting 
hypochloremic alkalosis.“ 


ACID BASE DISTURBANCE 

The pH of the plasma is normally maintained 
between 7.35 and 7.45 and the limits of compatibility 
with life are 7.0 to 7.8.1 This narrow normal range 
is due to the efficient buffer system of the body 
which allows strong acids or bases to be converted 
to weak acids or bases, thus minimizing deviations 
in pH. These buffers consist of proteins, phosphates 
and the carbonic acid-bicarbonate pair. The pro- 
teins and phosphates are of great importance in the 
cells and, in addition, the phosphates are of impor- 
tance in conservation of base and acidification of 
the urine. The buffers of the plasma which can be 
estimated easily are the HeCO3-BHCOy pair. The 
ratio of HyCO3-BHCOx, which maintains a pH of 
7.4 is 1 to 20 and the particular value of this pair 
is that the concentration of HyCOg is determined by 
the tension of COz in the blood. This can be varied 
by changes in respiratory rate and volume. If acido- 
sis occurs, respiration becomes deep, CO, is blown 
off, and pH tends to return toward normal. 

The HCOsz concentration of the serum is useful 
in determining the presence of alkalosis or acidosis 
provided that one understands the diseased process 
which is under study. To thoroughly document the 
nature and degree of the disorder, blood pH deter- 
minations are necessary, In metabolic 
acidosis the HCOgs decreases and in metabolic al- 
kalosis it increases with secondary changes in 
H.COsz in the same direction, as an effort to main- 
tain a ratio of 1 to 20. When there are primary 
changes in the COz as occurs with emphysema, then 


however. 


COz increases first, resulting in respiratory acidosis, 
secondarily the HCOs rises due to reabsorption of 
HCOs by the kidney and thus the ratio of 1 to 20 
tends to be maintained and marked changes in pH 
avoided. The reverse occurs in hyperventilation 
which results in decrease in COz producing respira- 
The HCOgs is reduced because of 
excretion by the kidneys. Therefore, the HCO, con- 
centrated has an opposite significance in metabolic 
and respiratory acidosis and alkalosis and deter- 
mination of the pH is necessary to differentiate the 
two if it cannot be done on clinical grounds. 

The administration of an acid salt such as am- 
monium chloride (NH,CL) causes an increase in 
chloride and a decrease in HCO; and produces 


tory alkalosis. 
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metabolic acidosis. An excessive loss of the cations, include reabsorption of sodium as a result of decrease 


sodium and potassium, by a substance such as Dia- in arterial blood volume. Though the mechanism of 
mox results in a decrease in HCO; producing meta- this is not clear".16, jt may be due to increased secre- 
bolic acidosis. Clinically, metabolic acidosis may tion of aldosterone. 

result from renal insufficiency due to retention of Water retention may occur in heart failure because 
phosphate, sulfate and organic acids. The loss of of increased production of antidiuretic hormone or 
cations from the G.I. tract due to diarrhea will also a_ substance with similar properties. It has been 
cause metabolic acidosis. Metabolic alkalosis occurs shown that cardiac patients will react differently 
following loss of chloride by vomiting or by exces- from the normal individuals when Pitressin Tan- 
sive ingestion of alkali such as sodium bicarbonate. nate is administered in that such a patient will con- 


tinue to retain water as long as the Pitressin is given. 
HEART FAILURE The normal individual will excrete water after sev- 
Congestive heart failure results from a chain of eral days despite the continued administration of the 


physiological events which are precipitated by an  drug.’*_ The cause of the abnormal secretion of ADH 
inadequate cardiac output relative to the body needs. may be due to intracellular changes resulting from 
This series of events is shown in Figure III. potassium loss when failure occurs.!? 

Because of inadequate output of the left véntricle Congestive heart failure results in the accumula- 


the blood which is pumped to it by the right ven- tion of fluid and electrolytes chiefly in the extracel- 


MECHANISM OF CONGESTIVE HEART FAILURE 


| INADEQUATE CARDIAC OUTPUT | 


| Decreased RPF | Decreased Art. B. v. | | Tissue Hypoxia | | inc reased Ven. Press. | 
| Decreased GFR Adrenal Cortex ta Post. Pit. | | 
Stimulation Stim. | 
| 
\ 
Salt Retention \ | Intracellular | 
Water Retention \\] Electrolyte 
Changes 


Increased Extracellular Fluid 
and Edema 


Figure III 


tricle cannot be completely transferred to the arterial lular compartinent but probably in the intracellular 
side resulting in increased pulmonary venous pres- compartment as well.” The total body sodium is 
sure, and transudation of fluid into the pulmonary increased and potassium decreased, which changes 
interstices and alveoli. The same events follow are reversed as failure improves.*! 
failure of the right ventricle with resulting peri- In uncomplicated congestive failure, the expansion 
pheral edema, venous congestion and hepatic con- of the extracellullar fluid is isotonic so that the elec- 
gestion. Venous tone is also increased which con- trolyte concentration is normal even though the total 
tributes to the elevated venous pressure.™ Concur- amounts of electrolytes are increased. These patients 
rently, the arterial blood volume is decreased, renal have dyspnea, orthopnea, pulmonary congestion, 
plasma flow is reduced and tissue hypoxia occurs. hepatomegaly, elevated venous pressure and _peri- 
Because of a reduced renal plasma flow, decreased pheral edema in varying degrees. Rest, digitaliza- 
glomerular filtration occurs. This, associated with tion and restriction of sodium intake will often 
normal tubular reabsorption, results in a greater result in loss of fluid and electrolytes in isotonic 
extraction of sodium from each cc. of glomerular proportions with restoration of the body fluids to 
filtrates than normally occurs." This causes an normal. 
increase in extracellular fluid volume and edema Figure IV shows the change in fluids which occur 
formation. There are other factors involved which in uncomplicated congestive failure. 
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Solid lines show normal relationships. 


Broken lines represent changes from the normal.* 


Figure IV 


HYPONATREMIA COMPLICATING 
HEART FAILURE 

This results from a variety of conditions and can 
be classified as follows: 

1. Hyponatremia due to dilution 

a. acute 

b. chronic 
2. Hyponatremia due to depletion 
3. Hyponatremia due to changes in cellular me- 
tabolism 


4. Combinations of the above 


ACUTE HYPONATREMIA 

Acute hyponatremia due to dilution results from 
retention of water in greater quantities than sodium 
as a result of stress. This may follow surgical pro- 
cedures which produce well known metabolic 
changes.'* These include increase in ADH activity 
with water retention and increases in aldosterone ex- 
cretion with sodium retention. The water retention is 
predominant, however, so that hyponatremia results. 


There is an increase in the extracellular and intra- 


Example of Acute Hyponatremia: 


UNCOMPLICATED CONGESTIVE FAILURE 


Acute HYPONATREMIA 


Normal concentration of 
serum electrolytes. 


cellular fluid with a decrease in the concentration of 
the electrolytes as noted in Figure V. Hydration of 
the patient enhances the effect. An infection such 
as pneumonitis in a compensated cardiac patient 
may also cause water retention with resulting hypo- 
natremia.'* These patients have pulmonary conges- 
tion, edema, elevated venous pressure, gallop rhythm 
and may have restlessness, mental confusion or con- 
vulsions. The urine may be concentrated. The 
management includes the restriction of fluids, the 
restriction necessary depending on the urinary output 
as well as the estimated insensible water loss.“ 
Adequate digitalization should be assured and any 
infection present treated with an appropriate anti- 
biotic. Occasionally the administration of alcohol 
will promote diuresis, probably by the inhibition of 
ADH. Alcohol can be given in amounts of 30-50 
cc. by mouth or intravenously in a 3% or 5% solu- 

This type of dilutional hyponatremia is reversible 
and when the stress is over water is excreted and the 
sodium concentration returns to normal. 


i4 H,CO, 


Normal Hyponatremia 


There is an increase in volume and o decrease in concentration of the body |CF and ECF. 


Figure V 
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CHRONIC DILUTIONAL HYPONATREMIA 


Patients who have severe prolonged heart failure 


may develop hyponatremia with edema though there 
has been no obvicus stress to precipitate this. This 
indicates a serious disorder. The physiological 
mechanisms which allow this to occur are difficult 
to define, but probably result from a resetting of the 
osmoreceptors and volume receptors which normally 
maintain tonicity and volume of the body water 
compartments. These are set at a lower level so 
that when the concentration of sodium, which re- 
flects tonicity is lowered, ADH is not decreased as 
it normally is, but continues to exert its effect on 
the renal tubules and water retention is sustained. 
In a similar fashion expansion of the extracellular 
fluid is not followed by decrease in aldosterone ex- 
cretion but this hormone is continuously secreted and 
results in increase of body sodium.** There is also 
is secreted in increased 
quantities in heart failure.’® 


evidence that aldosterone 

There are also cellular factors which contribute 
to the development of chronic dilutional hypona- 
tremia of heart failure.“ These entail: 

1. Changes in the cells so that the osmotic ac- 
tivity of cellular solutes is decreased with 
resulting loss of water from the cells and dilu- 
tion of the extracellular fluid. 


th 


Shifts of sodium into the cells and inactivation 

by combining with proteins. 

3. Inability of the cells to maintain a normal 
sodium potassium ratio within the cell. This 
results in increase of intracellular sodium and 
decrease of intracellular potassium. 

The distribution of fluid in the intracellular com- 


partments and extracellular compartments depends 
on the precipitating causes. There may be an in- 
crease in extracellular fluid as well as intracellular 
fluid and the concentration of electrolytes is de- 
creased. This is shown in Figure VI. However, the 
intracellular fluid may remain normal or decreased™ 
probably depending on how much the changes in 
cellular metabolism are contributing to the condition. 
Serum sodium and chloride concentration are de- 
creased but HCO® concentration are usually normal 
or slightly low. The blood urea is normal or mod- 
erately elevated depending on the renal function. 
These patients are in severe congestive failure, do not 
respond to mercurial diuretics and may be somnolent 
and disorientated. Therapy is outlined in Table I. 
Dilutional hyponatremia in a given patient may be 
multiple in origin. In addition to chronic causes, 
further dilution may result from acute retention of 
water which follows stress caused by an infection or 
trauma. 
TaBLe I 

MANAGEMENT OF DILUTIONAL HYPONATREMIA 

Ascertain and correct the underlying cause. 

Control any arrhythmia. 

Assure adequate digitalization. 

Limit fluids when indicated. 


1 

2 

3 

4 

5. Give an adequate diet including vitamins. 

6. The administration of alcohol may be helpful. 

7. Potassium balance should be maintained. 

8. Mercurial diuretics followed by Aminophyline are 
sometimes useful. 

9. The production of acidosis by ammonium chloride 
and Diamox, followed by the administration of mer- 
curial diuretics occasionally produces dramatic re- 
sults. 

10. The administration of hypertonic saline is rarely 
but occasionally beneficial. 


CHRONIC HYPONATREMIA 


No 


H,CO, 
27 HCOy 
25 HCOy 
142 
103 } 
No 127 
e7 ci 
Normal Hyponatremia 


There is an increase in volume of ECF and probably of the ICF. 
There is decreased electrolyte concentration of the body fluids, 


as reflected in the ECF. 


Figure VI 
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Every effort should be made to prevent or correct 
any stress which might be a factor in causing anti- 
diuresis and anti-natruresis. Infections should be 
treated with appropriate antibiotics. Arrhythmias 
should be controlled if possible so as to assure op- 
timal cardiac output. The conversion of auricular 
fibrillation to normal sinus rhythm may result in 
dramatic improvement of heart failure.2* Adequate 
digitalization should be assured. Occasionally a 
patient is seen who has been taking digitalis for 
several years but has never received an adequate 
amount. More often, however, digitalis intoxica- 
tion, with accompanying arrhythmias, is found be- 
cause of increased cardiac damage or potassium 
depletion. The correction of this may result in im- 
provement. Fluids should be restricted in patients 
who have developed rapid accumulation of edema 
with hyponatremia particularly in post-operative 
patients. Then an obligatory negative water balance 
should be produced by limiting the amount of fluid 
intake to 1200 to 1500 cc. The degree of restriction, 
however, depends on the renal function as well as 
environmental temperature and must be individual- 
‘ized. All measures should be used to improve the 
heart failure including the removal of the transudates 
from the chest and abdominal cavity by mechanical 
means. An adequate diet should be administered 
because of the necessity that cellular metabolism be 
maintained. Adequate vitamins, particularly Thi- 
amine Chloride, should be given. Sometimes the 
patient improves dramatically when the diet is made 
attractive and he is encouraged to eat. Occasionally 
the administration of alcohol which inhibits ADH 
is followed by profuse water diuresis as previously 
described. 

Since the development of congestive failure is ac- 
companied by a decrease in the exchangeable potas- 
sium in the body and a reversal of this when com- 
pensation is restored, it seems reasonable to admin- 
ister potassium in adequate amounts to replenish 
the potassium stores which have been depleted. Such 
attempts at restoration have occasionally been fol- 
lowed by an increase in serum sodium and improve- 
ment.** Potassium should be given in amounts of 
50 to 75 mEq. daily by mouth, which can be ‘sup- 
plied by giving 5 to 6 grams of potassium chloride. 
If given intravenously, it should be administered 
very slowly in amounts of no more than 20 mEq. 
per hour. In the face of marked oliguria, smaller 
doses should be given and serum levels followed. 

Patients with chronic dilutional hyponatremia 
become unresponsive to mercurial diuretics. This 
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can sometimes be remedied by the administration of 
ammonium chloride 5 to 8 grams daily for four days 
prior to the mercurial injection. Occasionally the 
injection of a mercurial diuretic intramuscularly or 
subcutaneously followed in two hours by the intra- 
venous administration of 0.5 grams of Aminophyline 
will effect diuresis.” The deliberate production of 
hyperchloremic acidosis by the administration of 
ammonium chloride and Diamox and then mercurial 
injection have been shown to result in diuresis and 
increase of serum sodium.” This is reported to be 
due to the excretion of urine containing sodium in 
concentrations less than that of the plasma and 
chloride in greater concentration than the plasma. 
When water is restricted to that of extrarenal losses 
then sodium is “released” and the plasma sodium 
concentration increases. A similar effect can be pro- 
duced by the administration of cations exchange 
resins followed by Diamox and then the injection 
of a mercurial diuretic. Adequate potassium should 
be given concurrently because of the depletion of 
this ion by Diamox, ammonium chloride and mer- 
curial diuretics. 

Occasionally after other measures fail and the 
sodium concentration becomes very low (around 115 
mEq/L or less) the administration of sufficient 
hypertonic sodium chloride to rise the serum con- 
centration approximately 10 to 15 mEq. is justified. 
Water should be restricted for 8 to 12 hours so as 
to allow equilibration to take place. If improvement 
occurs it is usually temporary but occasionally diu- 
resis results. Not infrequently the edema becomes 
more marked as water is allowed again and heart 
failure becomes worse. 


HYPONATREMIA DUE TO DEPLETION 

Though hyponatremia complicating congestive 
heart failure is usually due to retention of water 
in greater quantities than sodium, occasionally it 
results from a loss of sodium in greater quantities 
than water. This may follow vomiting, diarrhea, 
loss of sodium through a salt losing kidney, by 
paracentesis or by the frequent administration of 
mercurial diuretics. After such losses if HeO is 
given without electrolytes hyponatremia results. 

At the onset when tonicity decreases, ADH _ hor- 
mone excretion is inhibited and the excess water is 
excreted until the fluid becomes isotonic again. Vol- 
ume is decreased and tonicity maintained. However, 
when volume is severely compromised then ADH is 
again excreted and volume is maintained despite a 
reduction in tonicity. Since the osmolarity of the 
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extracellular fluids is decreased the fluid will move 
to the intracellular compartment until the concen- 
tration in the two compartments is equalized. This 
further reduces the extracellular fluid compartment. 
The final result is a hypotonic contraction of the 
extracellular and hypotonic expansion of the intracel- 
lular compartments.’ This is shown .a Figure VII. 
There is decreased glomerular filtration and sub- 
sequent oliguria with elevated blood urea. The serum 
sodium and chloride are low and HCO is usually 
reduced also. However, if diuresis has been pro- 
duced repeatedly with a mercurial diuretic then the 


sodium replacement should be carried out promptly. 
The therapy is outlined in Table II. 


IJ 
1. Correct the depletion. 
a. increase the dietary sodium in mild cases. 
b. give hypertonic sodium chloride slowly in ad- 
vanced cases. 
2. Observe for hypokalemia, digitalis intoxication, and 
nutritional deficiency. 
3. Withhold mercurial diuretics until the condition is 
corrected. 


In early mild cases where the patient can take 


HYPONATREMIA Due TO DEPLETION 


14 HeCOys 
Lo 
27 HCOs 
20 HCOs 
14 
No 120 
103 c 
65 cl 
Il 
| 
Normal 


Hyponatremia 


The electrolyte concentration of the body fluids is decreased. 
There is o decrease in the volume of the ECF and increase 
in thot of the ICF due to movement of water from the 
extracellular to the intracellular compartments. 

Figure VII 


chloride may be further depressed and HCOy, ele- 
vated. Potassium is also decreased unless renal 
insufficiency is marked and retention has occurred. 
These patients are apathetic and anorexic and often 
disorientated. They have muscular weakness, muscle 
cramps, nausea and vomiting. There is decreased 
peripheral blood flow, low blood pressure, tachy- 
cardia and these patients are unresponsive to mer- 
curial diuretics, 


MANAGEMENT OF HYPONATREMIA 
DUE TO DEPLETION 

It is most important to obtain a history of loss 
of electrolytes such as restriction of dietary sodium, 
frequent administration of mercurial diuretics, re- 
moval of ascitic or chest fluid, existence of vomiting 
or diarrhea or the finding of excessive amounts of 
sodium in the urine. If such a history is obtained, 
the patient has the clinical findings of the syndrome 
and the biochemical abnormalities are present, then 
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fluid and food the addition of sodium chloride to 
the diet will effect dramatic improvement. Potassium 
and proteins are supplied simultaneously. If, how- 
ever, the physiological changes are marked, it is nec- 
essary to give hypertonic sodium chloride intra- 
venously. Since any change in the tonicity of the 
extracellular fluids is reflected in the whole body 
water it is necessary to calculate the amount of 
sodium needed on this basis. An amount should 
be given which is estimated to increase the concen- 
tration of the sodium to the desired amount in the 
total body water and not in the extracellular fluid 
alone. The water will shift from the intracellular 
fluids to the extracellular fluids and tonicity of the 
extracellular fluids increases until equilibrium is 
reached, Fluid should be withheld for 8 to 12 hours 
after the concentrated sodium chloride solution is 
given. Because of the danger of precipitating heart 
failure, it is wise to give about 1/3 of the calculated 
amount and observe the effect. Frequently subse- 
quent amounts can be given by mouth. 
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If renal function 


is adequate and cardiac failure 
not far advanced, dramatic improvement will be 
obtained following the administration of concen- 
trated sodium chloride. 

In such patients potassium stores are depleted 
simultaneously with sodium stores and when urine 
volume is established potassium should be given. It 
should be preferably administered by mouth but it 
can be given intravenously in amounts not exceeding 
75 milliequivalents in 24 hours at a rate of 20 mil- 
liequivalents per hour. Subsequent amounts depend 
on the potassium concentration when expansion of 
the fluid compartment has been obtained. As potas- 
sium concentration increases, digitalis, which may 
have been withheld during the period of potassium 
depletion, should be started again and adequate 
amounts given. 

It should be emphasized that hyponatremia in an 
individual patient may be multiple in origin. It 
may be in part due to dilution, in part to cellular 
changes and in part due to loss of electrolytes. Vig- 
orous therapy with intravenous concentrated sodium 
should therefore be very cautiously employed. A his- 
tory of loss of electrolytes must be obtained before 
such therapy is begun and even then complete 
correction should not be attempted at once. The 
separation of dilution and depletion may be aided 
by determination of the plasma volume and total 
circulating sodium.** If this is increased, dilution 
is present, if decreased the hyponatremia is due to 
depletion. This method is now used in our laboratory 
and gives promise of being a helpful procedure. 


METHOD OF CALCULATION OF AMOUNTS 
OF SODIUM THAT SHOULD BE 
ADMINISTERED 


An individual weighing 70 kilograms will have a 
total body water of 42 liters. In order to calculate 
the total deficit of sodium, one subtracts the serum 
sodium concentration of the patient from 142 which 
is the normal concentration of sodium in milliequiv- 
alents per liter. If his serum sodium is 120 mEq/L 
then he would have a deficit of 22 mEq/L or a 
total deficit of 924 mEq. (22x42) This can be 
converted into grams by multiplying 924 by 58 (mo- 
lecular weight of sodium chloride). This gives 53592 
milligrams of sodium chloride (approximately 54 
grams). This can be supplied by 1000 cc. of 5% 
sodium chloride. It is wise not to give more than 
1/3 of this amount then observe its effect and give 
more if improvement occurs and failure is not 
accentuated. 
70 
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HYPOCHLOREMIC ALKALOSIS 


This condition occurs when there is a loss of 
chloride ion in relatively greater quantities than 
sodium ion. It can result from loss of hydrochloric 
acid because of vomiting or may occur following 
repeated injections of mercurial diurectics. The lat- 
ter leads to excretion of sodium and chloride in 
equal quantities and since the serum contains less 
chloride than sodium the final result is a greater 
reduction in plasma chloride concentration than 
sodium. The HCO® is elevated and the blood pH 
is increased. The loss of potassium which simul- 
taneously occurs enhances the degree of alkalosis.*!* 

Patients hypochloremic alkalosis become 
unresponsive to mercurial diuretics when the chloride 
reaches a level of approximately 90 mEq/L.” They 


with 


often develop anorexia, nausea, vomiting, confusion, 
lethargy, weakness, muscle cramps and _ oliguria. 
Tetany may be associated and shallow respiration 
may be present. Because of the decreased potassium 
concentration, digitalis intoxication may follow, 
Hypochloremic alkalosis can be prevented by the 
administration of chloride in the form of ammonium 
chloride 5 to 8 grams daily three to four days prior 
to the injection of a mercurial diuretic. Adequate 
potassium intake should also be assured. Figure 
VIII shows the electrolyte pattern resulting from 
metabolic alkalosis. When the syndrome has de- 
veloped, it can be corrected by ammonium chloride. 
If the patient can take oral medication, 6 to 9 grams 
should be given daily. In extreme cases it can be 
administered intravenously in a 1% solution at a 
rate of no more than 100 cc. per hour and not more 
than 10 grams daily.“ In addition, potassium 
should be given in the form of potassium chloride 
because of the potassium loss from the cells. Al- 


kalosis may not be corrected until this is replaced.” 


HYPERCHLOREMIC ACIDOSIS 


This condition usually results from the excessive 
administration of ammonium chloride or cation ex- 
change resins to patients with severe congestive heart 
failure, particularly if renal insufficiency is asso- 
ciated. Diamox may also lower the bicarbonate level 
and cause the retention of chloride. Potassium de- 
pletion is frequently associated because of its loss in 
the urine combined with chloride, the effect of Dia- 
mox or elimination in the gut by the resin.*! Renal 
insufficiency may accentuate the acidosis by reten- 
tion of phosphates and organic acids. Figure VIII 
shows the electrolyte patterns resulting from meta- 
bolic acidosis. 
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These diagrams show two electrolyte patterns due 
to metabolic acidosis. In one there is chloride reten- 
tion without loss of sodium and potassium and in 
the other sodium and potassium have been lost and 
chloride has increased. The HCOgz is decreased in 
each instance. 

Patients with hyperchloremic acidosis develop 
anorexia, nausea, confusion, weakness and Kuss- 
maul breathing. Signs of dehydration may be asso- 
ciated. The management consists of discontinuing 
the drug responsible and treating the allied condition. 

The administration of sodium bicarbonate, or 
sodium lactate orally or intravenously may be neces- 


Ma COy 


Normal 


Hypochloremic 
Alkalosis 


sary to correct the biochemical deficit if the patient 
has severe acidosis. If the HCOs is below 15 mEq/L 
and Kussmaul breathing is present, sufficient sodium 
lactate should be given intravenously to bring the 
COs up to approximately 20 mEq/L. This can be 
done by calculating the deficit and replacing this 
as follows. For Example: A 70 kilogram man would 
have 42 liters of total body water. To raise the 
HCO, from 15 mEq/L to 20 mEq/L, 42 times 5 or 
210 milliequivalents of sodium lactate would be 
required. This is supplied by 210 cc. of molar 
lactate solution. It should be diluted to 600 ce. 
and given slowly I. V. or such correction can also 
be effected by 1260 of 1/6 molar lactate solution. 
In milder cases sodium bicarbonate can be given by 
mouth. Adequate fluid replacement should be carried 
out simultaneously and potassium should be admin- 


istered if there is depletion of this substance also. 


SUMMARY 


A resume of the physiological principles of fluid 
and electrolyte balance in heart failure has been 
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ELECTROLYTE PATTERN IN HYPOCHLOREMIC ALKALOSIS AND HYPERCHLOREMIC ACIDOSIS 
AS COMPARED WITH THE NORMAL 


Figure VIII 


presented. Complications have been discussed and 
the effects of diuretic therapy reviewed. 
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Spinach Overrated 
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As Iron Source 


He noted that “some years ago spinach received 
a somewhat exaggerated rating’ as an essential food. 
Now the pendulum has swung the other way. 

Spinach contains moderate amounts of vitamin A, 
as do most green vegetables. 


It is also “a filling 
food,’ with a low calorie content, an important 
aspect for dieters. When properly cleaned, cooked, 


and served, it can be a tasty side dish. 
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clinician depend as heavily upon the roentgenol- 
ogist as in diseases of the gallbladder. The roent- 
genologist cannot take this trust lightly. Depending 
upon him in no small measure, the patient will have 
prompt diagnosis and remedy of his gallbladder 
ailment, no real relief, or worse, unnecessary surgery. 

The modern radiologic exploration of the gall- 
bladder is extremely accurate’. I know of no test in 
clinical medicine that materially exceeds it when 
properly done, especially in regard to the presence 
of stones. Examples of the roentgenology of the gali- 
bladder as encountered in this small surburban hos- 
pital will be offered herewith. The dyskinetic dis- 
orders cannot be discussed rationally because these 


rest on no secure radio-pathologic basis. 


Fig. 1A—Unequivocal ulcer in gas- 
tric antrum. Clinical diagnosis: 
gallbladder disease. 


What is the proper conduct of the gallbladder 
examination? The contrast medium (our modern 
substances are not dyes) must have been ingested, it 
must have reached the smal] intestine, absorption 
from the small intestine must have been satisfactory, 
liver function must have been adequate to excrete 
the medium into the bile, and there must have been 
free access of this contrast-laden bile into the gall- 
bladder. If any link of this chain is broken, the 
examination is not reliable. 

Telepaque (6 tablets) is taken the night before 
in accordance with the manufacturer’s directions on 
the packets. Nothing by mouth is allowed the fol- 
lowing morning. The patient is fluoroscoped, and 
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Oral Roentgenology of the Gallbladder 


N NO* OTHER FIELD of medicine does the 


Fig. 1B—-Many small gallstones. 
Stomach and duodenum normal. 
Clinical diagnosis: peptic ulcer. 


CHRISTIAN V. CIMMINO, M.D. 
Fredericksburg, Virginia 


usually four spot-films are made with the patient 
upright in varying degrees of rotation, and with 
varying degrees of compression. These are imme- 
diately developed in order to determine whether a 
fatty meal is required, and the second part of the 
examination, namely, the gastro-intestinal series, is 
immediately undertaken while waiting. The fatty 
meal, if needed, is done after the gastro-intestinal 
series. I cannot overemphasize the importance of 
combining the examinations of the gallbladder and 
upper gastro-intestinal tract. I believe that a clin- 
ical differéntial diagnosis between ulcer and gall- 
bladder disease may be practically impossible, es- 
pecially in middle-aged women. 

Mrs. A. was referred for a combined study with 
a clinical evaluation, according to probability; ulcer 


Fig. 1C—Few small gallstones. 
Clinical diagnosis: hiatal hernia. 


10%, gallbladder 90‘7, functional An un- 
equivocal ulcer in the gastric antrum (Fig. 1A) was 
found. The gallbladder was completely normal. Mrs. 
E. was referred with this clinical evaluation: ulcer 
60%, gallbladder disease 15%, functional 25%. 
Note the profusion of gallstones and the completely 
normal upper intestinal tract (Fig. 1B). She was 
made well by cholecystectomy. Mrs. N. complained 
of substernal discomfort, regurgitation especially 
when supine, and pain referred to her throat and 
down the left arm. Her physician was so certain 
that a hiatal hernia was present that the gallbladder 
series was omitted. The gastro-intestinal series was 


normal. Before referral for esophagoscopy, it was 


thought wise to do a gallbladder series for the sake 
Note the small stones (Fig. 1C). 


of completion. 
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Fig. 2A—Patient horizontal: gallbladder normal. 


An equally compelling reason for the combined 
studies is the not unusual association of gallbladder 
disease with peptic ulcer. One series of proved ab- 
normal gallbladders showed an association of 8%*. 
My experience confirms this. Lymphatic intercom- 
munication has been suggested as a possible explana- 
tion for associated disease*. The separately executed 
gastro-intestinal and gallbladder series, therefore, ex- 
cept in very special cases, is unusual in my depart- 
ment. 

In the event that the gallbladder is not visualized 


readily under the fluoroscope, the gastro-intestinal 
series is completed, additional gallbladder medium 
is given the patient, and he returns the following 
morning for a second examination. 


If again the 
gallbladder is not visualized, films are made with 
the patient horizontal and the tube overhead in the 
hope of demonstrating stones that were not visualized 


Fig. 3A—Before the fatty meal: normal gallbladder, 


but density proximally is poor due to gravity. 


Fig. 2B—Patient upright: small stones detected in fundus 


If visualization is faint, a third 
dose is given. This special fluoroscopic examination 
should not be done except wth a rotating anode, fine- 
focus tube (1). A gallbladder examination consist- 
ing only of films made with the patient horizontal 
is no longer acceptable (Fig. 2). 

What is the significance of the fatty meal? It is 
required in my opinion in less than one-third of the 
If the upper reaches of the gallbladder 
are poor in contrast medium because of gravitational 


fluoroscopically. 


patients. 


force, the fatty meal is given in the hope of replacing 
the less dense bile with the more dense bile from the 
fundus and demonstrating non-calculous filling de 
fects in the infundibulum (Fig. 3). Stones are prac 
tically always seen without the aid of the fatty meal, 
but their definition may occasionally be enhanced with 
its use. The film after a fatty meal is said to im- 
prove the visualization of the Rokitanskv-Aschoff 


Fig. 3B—After the fatty meal: non-calculous filling 
defect elicited by improving the density of the 
upper reaches. 
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Fig. 4A—Fine layering of gall- 
stones. 


tration of bile. 


sinuses (see below). My one example of this condi- 
tion was visualized better before the fatty meal. 
Many of the gallbladders showing this rare state 
have a segmental constriction proximal to the sinuses. 
The significance of contraction is discussed below. 

What is the significance of the findings elicited 
in such a gallbladder examination? 

1. Stones: This method allows the demonstration 
of stones in the range of 2 mm. (Fig. 4). Stones of 
this diameter would be completely lost in the older 
type of examination with the patient horizontal and 
the tube overhead. In my opinion, the upright view 


is even more effective in demonstrating stones than 


the right lateral decubitus view devised by the late 
Dr. B. R. Kirklin (Fig. 5). 


Falsely positive, due to overlying intestinal gas. 
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Fig. 5A—Filling defects in right lateral decubitus view. 
tient upright. 


Fig. 4B—Layering no longer Fig. 4C—Photograph of surgical speci- 
seen. ? Minute difference in 
technical factors, or concen- 


men. Size of stones apparent from com- 
parison with surgical gauze used as 
strainer. 


After the roentgenologist has demonstrated and 
described the stones, the next step is the clinician’s. 
All things being equal, stones represent an indication 
for surgery. The silent stone if the patient lives 
long enough has a good chance of becoming a vocal 
stone. 

2. Non-calculous filling defects: 
visible into four groups: 

A. Metabolic (focal cholesterolosis) : (Figs. 6 & 7). 
Multiplicity of lesions, sharpness of contour, small 


These are di- 


size, sparing of the fundus, and good concentration 
are all characteristic. Several of our patients have 
been completely relieved of symptoms by the re- 
moval of these non-calculous gallbladders containing 
small cholesterol polyps. Severance of these polyps 
into the lumen of the gallbladder causing symptoms 


Fig. 5B—True representation of stones with pa- 


Fig. 6A—Focal cholesterolosis. 


Fig. 7—Microscopic appearance 


the sub-epithelial foam-cells, 


of cholesterolosis. Note 


Fig. 8A—Discontinuous rim of contrast material out- 


side the 
sinuses. 


lumen 


indicates 


Rokitansky-Aschoff 


Fig. 6B—Focal cholesterolosis. 


by being extruded down the biliary tract, or forming 
a nidus for later stones, seems a most likely event. 

B. Inflammatory: Intraluminal masses of hyper- 
plastic mucosa resulting from the stimulus of chronic 
infection may be noted. Or, the proliferation of the 
mucosa may be directed externally into the wall of 
the gallbladder, forming the so-called Rokitansky- 
Aschoff sinuses. These also are an indication for 
surgery. (Fig. 8). 

C. Neoplastic: The lesions are usually single, and 
may be either mesenchymal such as fibroma or lipo- 
ma, or the much more important epithelial tumors, 
either pre-malignant such as adenoma or papilloma, 


Fig. 8B—Microscopic section shows these sinuses in- 
filtrating the wall, a proliferative response to 
chronic infection, 
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Fig. 9—Frank adenocarcinoma visualized in well-filled 
gallbladder. A rare event, but indicating the need for 
surgery in all non-calculous filling defects. 


or frankly carcinomatous. (Fig. 9). Visualizing the 
cancer in a well filled gallbladder is a rare event. 

D. Malformations: The hemispherical lesion aris- 
ing from the fundus of the gallbladder is the best 
example of this. The actual pathogenesis*® is uncer- 
tain, but has been related by various observers to 
infection, heterotopia, disordered 
orientation of the end-cells in the gallbladder bud. 
(Fig. 10). Figure 11 represents aberrant pancreas, 
a true heterotopia®. 


neoplasm, and 


It is clear, therefore, that while a differential 
diagnosis may be attempted on the basis of number 


of lesions, size, sharpness, position within the gall- 


Fig. 10—Hemispherical defect in fundus of gallbladder: 
adenomyosis. 


VoL. 85, Jury, 1958 


Fig. 11—Non-specifie filling defect: aberrant pancreas. 


bladder, state of gallbladder concentration, none of 
these diagnostic criteria~ is sufficiently accurate to 
justify the risk of missing a potentially or frankly 
malignant lesion. Therefore, all non-calculous fill- 
ing defects constitute an adequate indication for 
surgery. 

3. Gas in the gallbladder: 


causes‘: iatrogenic or natural communication between 


This has several 


the biliary tree and gastro-intestinal tract, gas-pro- 
ducing infection within the gallbladder, and incom- 
petence of the sphincter of Oddi following passage 
of stones via the common duct (Fig. 12). 

4. Poor Concentration: This diagnosis should 
indeed be an unusual one. Its frequent use is a 
screen for an incomplete examination. Usually the 


concentration can be reinforced so that the presence 


or absence of stones may be determined. This patient 


Fig. 12—Gas in gallbladder probably following spontane- 
ous passage of small stones through common duct. 
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Fig. 13A—First day, first dose: no filling; Second Fig. 13B—Third day, third dose: stones easily visu- 


day, second dose: poor filling. 


had three consecutive gallbladder examinations in 
as many days (Fig. 13). It is true that there is an 


occasional patient whose concentration remains poor, 


and this causes the conscientious radiologist worry. 
It should be noted that intramural inflammatory 
changes bear a statistically valid relationship to the 
concentration: that is, there are greater chances of 
cholecystitis in 100 poorly concentrating gallbladders 
than in 100 normally concentrating gallbladders. 
However, the differential is not adequately wide to 
constitute a valid criterion for diagnosing cholecysti- 
tis in the individual patient’. 

5. Poor Contraction: Although contraction of the 
gallbladder after a fatty meal occurs in almost 100% 
of healthy people, and in only 67% of diseased gall- 
bladders, this differential is again too wide to apply 
in the individual patient*. The emotional state, 
habitus, nutrition, autonomic tonus all are factors in 
Therefore, 
little importance should be put in lack of contraction 
of a well filled gallbladder. Indeed, the gallbladder 
may remain well filled for several days (image de 
little 
change in volume from day to day, so efficient is the 


determining the degree of contraction. 


renfort, Dauerngallenblase) with apparent 
internal circulation of our modern contrast agents. 
I know of one patient whose gallbladder shadow was 
so persistent that it was considered an example of 
“milk of calcium’’; surgery disclosed a normal struc- 
ture”, 

The combination of poor contraction and poor 
concentration, following every possible effort to re- 
inforce the latter with the additive method as out- 
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alized. How much more satisfactory is this report 
than “poor concentration’! 


lined above, might justify venturing the roentgeno- 
logic diagnosis of cholecystitis when associated with 
supporting clinical data. 

6. No Visualization: If the extra-biliary factors 
have been properly judged, and the examination has 
been repeated especially after a fat-heavy lunch de- 
signed to evacuate the gallbladder of its thick bile 
thereby allowing fresh, contrast-laden bile to fill the 
structure, non-visualization is a very reliable sign 
of abnormal gallbladder. Gallstones will be found 
in the majority of these patients, and the remainder 
will have severe inflammatory changes. 

From the foregoing, it is evident that the roent- 
genologic report of the gallbladder examination in 
the overwhelming majority of patients should be one 
of these three: 

1. Normally concentrating gallbladder with or 

without stones. 

Non-visualized gallbladder with or without 
demonstrable stones. 

Suboptimally concentrating gallbladder with 
stones. (Concentration not adequate to exclude 
stones even following the additive technique 
is equivalent to non-visualization. Subop- 


timally concentrating gallbladder without 
stones should be an unusual diagnosis. ) 
The diagnoses of “sluggish gallbladder’, “poorly 


concentrating gallbladder”, invite only trouble. 


SUMMARY 
1. The properly executed gallbladder examination 
is unexcelled in accuracy, especially in regard to the 
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presence of stones. That technique with the patient 
horizontal and ray vertical is no longer acceptable. 

2. The gallbladder and gastro-intestinal studies 
should be done as a rule at the same time because of 
the impossibility of a clinical differential diagnosis 
in certain patients, especially middle-aged women, 
and because of the tendency for co-existing disease 
in the two systems. 

3. The fatty meal is of limited importance in the 
gallbladder examination. It should be used (A) in 
an effort to detect non-calculous filling defects in 
the infundibulum when the density in this segment 
is suboptimal because of gravity, and (B) when there 
is a suspicion of Rokitansky-Aschoff sinuses in the 
gallbladder with segmental constriction and with 
poorly defined contours. Determination of the degree 
of contraction following the fatty meal is of limited 
value; the diagnosis of “sluggish gallbladder” is 
unsatisfactory. 

4. Diagnosis of “poor-concentration” can largely 
be avoided by the additive technique. 

5. All non-calculous filling defects in the gall- 
bladder constitute an adequate indication for sur- 
gery, lest a potentially or frankly malignant lesion 
be missed, 

6. Qne of these three will constitute the majority 
of roentgenologic reports of the gallbladder series: 
A. Normally concentrating gallbladder with or 

without stones. 


B. Non-visualized gallbladder with or without 
demonstrable stones. 


A new study has shown that the tubeless gastric 
analysis technique is reliable in the presence of dis- 
ease previously thought to make it useless. Drs. 
Theodore Rodman, Arnold Gutman, and Ralph M. 
Myerson, Veterans Administration Hospital, Phila- 
delphia, said the technique works even when the 
patient has heart disease, miscellaneous other dis- 
eases, and mild to moderately severe liver and kid- 
ney diseases, 

The gastric analysis test, which detects the pres- 
ence or absence of hydrochloric acid in the stomach, 
is used in diagnosing various gastric disorders. In 
the tubeless technique, an organic dye is swallowed. 
A color test of the urine indicates the presence or 


absence of acid. 


In the standard test the patient 
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Tubeless Gastric Analysis 


C. Suboptimally concentrating gallbladder with 
stones. 
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swallows a tube, through which stomach contents are 
drawn. 

In the new study, reported in the May 10th Jour- 
nal of the American Medical Association, 114 pa- 
tients were given the tubeless test, which was fol- 
lowed by a standard test. 

There were seven false ractions with the tubeless 
test among 26 patients with kidney disease, and one 
false reaction among 39 patients with liver disease. 
The tubeless test was accurate among patients with 
heart and circulatory disease, gastrointestinal dis- 
ease, and such miscellaneous conditions as pernicicus 
anemia, multiple sclerosis and diabetes. 

Because of its simplicity and low incidence of 
false reactions, tubeless gastric analysis is well suited 


for early screening of gastric achlorhydria. 
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DT, Chlordane, and Parathion are among the 
more common and effective insecticides that may 
find their way into our homes this summer. DDT 
and Chlordane are chlorinated hydrocarbons, and 
Parathion is an organic phosphate ester; these differ 


widely in mode of action and acute toxicity. 
DDT 


(dichloro diphenyl] trichloroethane or 
? 


SYNONYMS: 
bis p-chlorophenyl, 1, 1, 1, 
trichloroethane). 

White crystalline, not very soluble in 
water, neutral, MP 109° C. DDT is 


stored in body fat and is eliminated 


PROPERTIES: 


slowly. 
10% 


table 50% powder. 


AVAILABLE: in talc; 5% in kerosene, wet- 


SIGNS AND 


About 15 gms. for 150 pound adult. 
Symptoms: Acts on the central nervous system. 
Symptoms may appear within one 
hour after inhalation or ingestion and 
may be manifested by nausea, vom- 
iting, diarrhea, mental anxiety, gid- 
diness, sore throat, stiffness and pain 
in jaw, tremors, numbness and partial 
paralysis of extremities, hyperactive 
knee jerk, loss of vibratory sensation 
of the extremities, possible liver and 
kidney damage, delirium, convulsions, 
respiratory difficulty, pulmonary ede- 
ma, collapse and death, 

SUGGESTED 
TREATMENT: Emetics or gastric lavage, and saline 
laxatives such as sodium sulfate (15 
gms). Avoid oil or fats. Avoid epi- 
nephrine! Control convulsions with 
short acting barbiturates such as seco- 
barbital or pentobarbital. Pronesty] 
or dibenamine for ventricular ar- 
rhythmias. Quiet and rest is especial- 
ly necessary. High protein and glu- 
cose diet, methionine and vitamin B 
complex for liver damage. Adequate 
fluid intake, and maintain electrolyte 


balance. 


Some Common Insecticide Poisonings 


SYNONYMS: 


PROPERTIES: 
Mp: 


SIGNS AND 
SYMPTOMS: 


SUGGESTED 
TREATMENT: 


SYNONYMS: 


PROPERTIES: 


MLp: 


REMARKS: 


SIGNS AND 
SYMPTOMS: 


SIDNEY KAYE, Ph.D. 
Richmond, Virginia 


CHLORDANE 


Octa klor, 1068, octachloro tetrahydro 
methanoindane. 

White powder, insoluble in water. 
About 8 gms. (more toxic than DDT), 
for 150 pound adult. 


Absorbed through all portals includ- 
ing skin. Central nervous system stim- 
ulant, neurologic signs, anorexia, pos- 
sible liver and kidney damage, hyper- 
excitability, tremors, convulsions, res- 
piratory failure, collapse, death. 


Use gloves while treating. 

Wash all exposed areas with soap and 
water. 

Emetics, and gastric lavage. 

Avoid fat or oil demulcents. 

Avoid epinephrine! 

Control convulsions with short acting 
barbiturates such as secobarbital or 
pentobarbital (with caution). 

(Juiet and rest is especially necessary. 
Supportive treatment for possible liver 


and kidney involvement. 
PARATHION 


Thiophos, Niran, E-605, Diethyl-p- 

nitrophenyl thio phosphate. 

Yellow brown liquid, organic phos- 

phate ester, insoluble in water, kero- 

sene or benzine. Soluble in alcohol, 

acetone and xylene. 

Very toxic, about 15 mg. for 150 

pound adult. 

Produce same symptoms and require 
DFP, TEPP, 

poisons”. Death 

2 to 4 hours, but 


same treatment as 
HETP, 


usually within 1 


“nervous 


may occur within 10 minutes. 
Absorbed through all portals includ- 
ing skin. Parasympathomimetic ef- 


fects. 
Parathion like other organic phos- 
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IDENTIFI- 


CATION: 


SUGGESTED 
TREATMENT: 
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phates is an irreversible inhibitor of 
cholinesterase, and allows accumula- 
tion of acetylcholine. Loss of depth 
perception, headache, giddiness, 
blurred vision, inability to focus dis- 
tant objects, these symptoms may last 
for several days; cramps, diarrhea, 
pain in 


chest, dyspnea, bronchial 


spasm, general weakness, nausea, 
vomiting. Parasympathomimetic signs 
such as: sweating, salivation, miosis, 
tearing, cyanosis, convulsions, coma, 
loss of reflexes and sphincter control. 
Respiratory failure, generalized col- 


lapse, death. 


Determine cholinesterase activity of 


blood. 


Keep patient fully atropinized, I. V., 
during entire crisis. 1 to 2 mg. every 
hour up to 10 to 20 mg. on Ist day. 
This especially for control of respira- 
tory symptoms, 

Avoid morphine! 

Use gloves when giving treatment. Re- 
move all clothing; wash skin with 
soap and water (or water and sodium 
bicarbonate) if there is skin contact. 
(If 


Levine 


Induce vomiting, gastric lavage. 
stomach 
tube.) 


distended, use 
Oxygen therapy and artificial respira- 
tion as needed. 

Keep patient quiet and comfortable. 
Watch patient constantly, for need of 
artificial respiration may develop sud- 
denly. 

Acute emergency may last 24 to 48 
hours. 
Favorable response to one dose of 
atropine does not guarantee against 
sudden and fatal relapse. 

Atropine must be continued during 
entire emergency. 

PAM (pyridine-2-aldoxime) or DAM 
(diacetyl monoxime), 2,000 mg. IV 
(5-to-10 minutes) and repeat again in 
20 minutes, plus the atropine therapy, 
has been recently suggested as a means 
actually reversing, in man. the cho- 


linesterase inhibition and neuromus- 


Other relate 


cular block caused by the organic 
phosphate ester. 


d organic phosphates that act in a 


similar manner: 


DFP—Di 
DDVP—I 
HETP 
OMPA 


isopropyl fluero phosphate 


dimethyl dichloro vinyl phosphate 


Hexa ethy] tetra phosphate 


Octa methyl phosphoramide 


‘etra ethyl] pyro phosphate 


Other organic phosphate insecticides that are rel- 


atively much le 
Diazinon 
Dipterex 
Chlorthior 
Malathion 


Kerosene is 
and in some ir 
than is the so- 


tenone or pyre 


*ss toxic than Parathion: 


1 


KEROSENE 


usually the vehicle for insecticides; 
istances it is even more toxic to man 
called active ingredient (such as ro- 


thrum). Kerosene is also commonly 


used as fuel or industrial solvent. 


SUGGESTED 


TREATMENT: 


Office of the ¢ 
4104-406 North 


Emetics or indiscriminate gastric lav- 
age should be avoided for fear of 
aspiration. Very careful gastric lavage 
may be performed when large amounts 
have been ingested, as a precaution 
against regurgitation and aspiration 
due to involuntary gagging or cough- 
ing. Oxygen therapy and _ artificial 
respiration if indicated. Antibiotics 
to prevent secondary infection. Avoid 
fats or oils, demulcents such as crush- 
ed bananas or white of egg should be 
used (15 
Ice packs or 
sponge baths to reduce elevated body 
temperature. 


instead. Saline cathartics 


gms. sodium sulfate). 


Supportive measures 
against possible liver or kidney in- 
volvement. 


‘hief Medical Examiner 
Twelfth Street 


Richmond, Virginia 


This is one of seasonal articles on common poison- 
ings which will be published in the Monthly from 


time to time. 


It is prepared by Dr. Kave in collaboration with 


the Richmond 


Poison Information Center. 
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Use of Electric Stimulation in Resuscitation: 
A Reminder 


S INCE ABOUT 1949 a new method of treatment 
of drug poisoning involving acute respiratory 
depression has been available, but still seems often 
to be bypassed or overlooked. The treatment referred 
to is the application of a pulsating unidirectional 
electric current to force respiration. 

Previous treatment has not been entirely satisfac- 
tory. Picrotoxin, a mainstay of treatment, is a valu- 
able drug but is toxic, and itself may produce con- 
vulsions. Oxygen is still indispensable, as is the 
removal of any drugs unabsorbed. These measures 
are often inadequate, however, and deaths from acute 
respiratory depression still occur far too often. The 
advent of electric shock therapy about 1938 has 
eventually led to the discovery of a most effective 
treatment for toxic respiratory depression. In the 
search for better methods of shock therapy in mental 
disorders some workers have discarded ordinary sine 
wave alternating current for a pulsating uni-direc- 
tional current which has certain advantages. In the 
use of such a current it was accidentally found that 
where waves forms and frequencies were of a certain 
type, respiration could be tremendously stimulated. 
The form which has the strongest stimulating effect 
is a pulsating current consisting of groups of spikes 
of quite high voltage of only 3 to 4.2 milliseconds 
each. Although the spikes may run as high as 480 
volts, their duration is so brief that an average 
current flow is only 2 to 3 milliamperes. 

The technique of treatment is relatively simple. 
The electrodes through which the current is applied 
can be placed bitemporally as in conventional shock 
therapy, but it is advantageous to have movable elec- 
trodes because the most efficient site of application 
may vary. It will often be found to be 2 inches or 
more above the outer canthi. 

A typical case of the successful use of this method 
is as follows: 

A 63 year old female was admitted to a private 
psychiatric hospital at 4 P.M. She was known to 
have been alcoholic and also to have been prone to 
take barbiturates and other drugs. She apparently 
had had some hypodermic medication just before 
being brought to the hospital, just about an hour’s 
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drive. A consulting internist, who was present at 
the moment of admission, noted that respirations 
were not more than four a minute and gasping in 
type. The chest, lips, nail beds and ear lobes were 
quite cyanotic. Blood pressure was 60/?, pulse was 
impalpable. Pupils were pin point. In fact, she 
appeared to be practically dying. She was given 5 
cubic centimeters of Coramine intravenously, oxygen 
by mask, and artificial respiration. These measures 
proved inadequate and she grew worse. Her condi- 
tion was judged to be one of barbiturate intoxica- 
tion. She may also have had some narcotic. 30- 
minutes after admission, the electric stimulation was 
started. The average current maintained was about 
2 milliamperes, but occasional bursts of 5 to 10 
milliamperes were needed for a few seconds every 
3 to 4 minutes to force breathing when it showed 
signs of stopping. After two hours of continuous 
stimulation, her color was good; pulse rate was 100 
and of good quality, blood pressure was 100/60; 
and she was reacting to the point of groping toward 
the electrodes and mumbling, “I can’t stand that.” 
Oxygen was discontinued and her color remained 
good. Mild stimulation was continued for three 
hours more, at which time it was stopped. The pa- 
tient grew more alert and later in the night sat up 
and talked. There were no further complications. 
This case is cited because the above form of treat- 
ment appears definitely superior to any others, a 
fact that has not been called to the attention of the 
profession with sufficient emphasis. Early reports of 
this method are listed below, and in later years a 
considerable bibliography was accumulated. 
Most 
psychiatric hospitals have it as well as many psychia- 


The apparatus used is widely available. 


trists in private practice. Were there enough demand, 
a machine could be simplified to produce only this 
one type of current for resuscitation. The instru- 
ment used above was built by Reuben Reiter of New 
York. 


which can deliver a similar current. 


Other manufacturers also build apparatus 


This treatment has been most widely used in acute 
barbiturate poisoning. It has, however, also been 


reported to be a life saving measure in treating over- 
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dosage of practically any drug wherein the mecha- 
nism of death is acute suppression of respiration. 
It is hoped that this form of treatment, the effi- 
ciency of which is now well established, will receive 
more attention by the profession. 
BIBLIOGRAPHY 
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Exercise 


The role of exercise in maintaining fitness was 
outlined today by a joint committee of the American 
Medical Association and the American Association 
for Health, Physical Education and Recreation. 

Appearing in the April 5 A.M.A. Journal, the 
joint statement pointed out that an individual’s ulti- 
mate performance is limited by the physiological 
capacity of the body systems involved. However, the 
living body is “responsive to training” and operates 
under wide margins of safety. 

A child or youth requires more exercise than an 
adult because of growth needs. If an individual has 
been active throughout childhood and youth, mavi- 
mum fitness is achieved earlier, and, in adulthood, 
decline of fitness is postponed. 

Age, in itself, is not a contraindication to exer- 
cise. Precluding accidents, a healthy person will not 
do himself any permanent injury by “rational phys- 
ical activity.” 

“The range of individual variation in capacity 


for exercise is considerable.” “Some persons, even 
at an early age, recover poorly from breathlessness, 
. At- 


tempts to modify these responses through planned 


general fatigue, or feelings of exhaustion. 


exercise should proceed slowly under medical super- 
vision.” 

Other points made by the statement include: 

—Usually an individual reduces or stops his ex- 
ercise long before physiological limits are reached— 
when feelings of breathlessness, general weakness, 
or muscular discomfort occur. These subjective fac- 
tors are psychological rather than physiological in 
nature. 
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lished by Electroshock Research Association, No. 
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Robie, T. R.: Immediate treatment of barbiturate poison- 
ing: use of electro-stimulatory therapy. J. M. Soc. 
New Jersey 47: 370-373, 1950. 
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in Fitness 


-—Athletes who learn to carry their activity beyond 
the “so-called psychological quitting time” some- 
times experience a “second wind” which represents 
a physiological adjustment to continuing exercise. 


This shift in limitations is generally regarded as one 
of the most important results of training. 

—Hard, fast sustained or highly competitive 
games and sports should not be played by persons 
beyond the age of 30 unless they have maintained or 
can attain by systematic training an appropriate 
state of fitness. 

Persons who are out of training should not at- 
tempt to keep pace in any vigorous sports with 
persons who are properly conditioned and accus- 
tomed to regular participation in that sport. 

—Being in condition for one sport does not al- 
ways mean being in condition for another. 

—The ability to recuperate after physical activity 
is a good guide to the desirable severity of exercise 
at any age. Recuperation should be reasonably 
prompt. 

Exercise is too severe or too prolonged for a 
person in his present stage of training and physical 
strength if breathlessness and pounding of the heart 
are still noticeable 10 minutes after exercise; marked 
weakness or fatigue persists after a two-hour rest 
period; a broken night’s sleep is attributable to 
exercise, or a sense of definite and undue fatigue 
remains the next day. 

The vigor with which an individual participates 
in an activity will have more to do with the outcome 
for fitness than the activities or events in which he 


elects to participate. 
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Cat Scratch Fever 
A Case Report 


N SEPTEMBER 14, 1957, Mr. C.L.M., white, 
male, age 29 years, was treated by me for cat 
scratches over his left hand, wrist and forearm. He 
was given ATS and antiseptic dressings. The lesions 
healed promptly and completely within a few days. 
On November 29, 1957—two and one-half months 
later—Mr. M. came to my office complaining of 
pain and swelling in his left axilla and he had 
slight fever. He noticed the swelling a few days 
before he came to see me, having been seen by his 
company physician, who, not knowing about the 
cat scratches, did not consider the lesion significant. 
On November 30, 1957, under sodium-pentothal 
anesthesia, the axilla was cleanly dissected, removing 
a conglomerate mass of swollen lymph glands— 
suppuration being present in at least one of these 
glands—and axillary fat. The incision was closed 
over a small penrose drain. The patient had a tem- 
perature of 100 to 101 dregrees for three days, and 
none thereafter. The wound drained freely—a thin 
lymphatic type of fluid, until the drain was removed 


C. I, SEASE, M.D. 
Richmond, Virginia 


on the tenth post-operative day, when it ceased sud- 
denly and completely. The patient returned to work 
having lost only two weeks. 

I did not test this case with antigen because the 
history of cat scratches was typical and I did not 
know where to get the antigen. 

Dr. David F. Merten has a very excellent and com- 
plete review of Cat Scratch disease in the June 1957 
Virginia Medical Monthly. However, he apparently 
had not seen an article by Drs. Wilfred T. Small 
and Ronald C. Sniffen of Worcester, Massachusetts, 
who reported seven cases of Cat Scratch disease in 
the New England Medical Journal on November 
29, 1956. They reported six of these cases cured 
promptly by surgical excision and they recommend 
closure of the wound without drainage. The seventh 
case was not operated on because of the location of 
the disease in the preauricular glands and because 
it was thought that recovery was taking place since 
the parents felt that the glands had become smaller. 
However, in this case, they report that suppuration 


Figure 1 


Vircinta MepicaL MONTHLY 


a 
> 
3 
384 


INGISION 


Figu 


and drainage did occur and the patient was ill for 
several months. 


I have a personal communication from Dr. Small 


in which he states that he has had several more 


cases since his publication—all operated on with 


satisfactory results. He stresses the importance of 


complete excision and closure without drainage. His 


results certainly prove he is right. 


I am reporting this case because I believe this 


disease is more prevalent than it is thought to be 


A revised list of films available through the 


A.M.A. motion picture library has been prepared 


and copies are available upon request from Motion 
Pictures and Medical Television of the American 
Medical Association. This catalog lists 87 medical 


films suitable for showing to medical societies, hos- 
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Films Available 


re 2 


and that it is possible cases are going unrecognized. 
Also, I mentioned this case to some of my colleagues 
who stated that the disease is self-limited and no 
treatment is indicated. That this is a fallacy is 
proved by Dr. Small’s result and supported by my 


Case. 


505 Professional Building 


Richmond, Virginia 


pital staff meetings and other scientific groups. This 
catalog also includes 57 health films of interest to 
physicians who may be called upon to speak before 
lay audiences such as service organizations, Parent- 


Teachers’ Associations, etc. 
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ESALIUS first described the vermiform appen- 
dix. It was given its name by Vidius in the six- 
teenth century. Prior to the appearance on the scene 
of Reginald Fitz, many investigators had written very 
illuminating and clear-cut descriptions of the rela- 
tionship between perforation of the appendix and 
right iliac abscess, peritonitis, etc. However, it was 
Fitz who sorted out the pertinent points from the 
maze of half-truths and crystalized our modern con- 
ception of acute appendicitis and its complications. 
Fitz’s paper was entitled, “Perforating Inflammation 
of the Vermiform Appendix’’, and it was read at the 
initial meeting of the Association of American Phy- 
sicians, June 17, 1886, at Washington, D. C. Osler 
described Fitz’s paper as being, “Of the first rank 
making memorable that inaugural meeting of the 
Association of American Physicians as the coming 
of age party of clinical medicine in America.” 
Since 1886, literally tons of material have been 
written about the appendix. Most of this literature 
has been devoted to acute appendicitis and its com- 
plications. “Chronic appendicitis” has also been 
dealt with at great length and perhaps an apology is 
in order for bringing up such a hackneyed subject. 
However, there is no agreement concerning what this 
condition is, and, as a matter of fact, many writers 
and teachers contend that the condition does not 
exist at all. It is true that in the purest clinico- 
pathological concepts it is a myth since there is little 
correlation between clinical results and the findings 
of the pathologist. Concerning chronic appendicitis 
in the second edition of Christopher’s Surgery, Dean 
Lewis and Warfield M. Firor state, “It is unfor- 
tunate that this term has been used in medical circles, 
for there has never been any agreement as to what 
constitutes the clinical picture resulting from so- 
called chronic appendicitis and, moreover, there is 
no such pathologic entity.” They estimate that ap- 
pendectomy relieves the symptoms in only about one- 
half of the patients in whom a diagnosis of chronic 
appendicitis is made. These statements illustrate 
quite well that a diagnostic yardstick is needed and 
that in dealing with a patient with a vague pain in 
the right side, a rigid surgical conscience must be 
maintained if one is to avoid criticism and poor sur- 
gical results. All of us have heard such meaningful 
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Chronic Appendicitis—-Myth or Malady? 


A. L. HERRING, Jr., M.D. 
Richmond, Virginia 


expressions as ‘“‘acute remunerative appendicitis”. 
Nevertheless, the fact remains that a large percentage 
of patients with a chronic recurrent pain in the right 
side are permanently relieved by appendectomy. Un- 
til a better term is invented, this situation will 
continue to be called “chronic appendicitis”. 

An excellent treatise on this subject was given by 
Alvarez! and was entitled, “When Should One Op- 
erate For Chronic Appendicitis.” He interviewed 
three hundred eighty-five Mayo Clinic patients-who 
had undergone appendectomies elsewhere. The pa- 
tients were asked if they had ever had on one or more 
occasions attacks of abdominal pain around the navel 
or in the right lower quadrant; pain severe enough 
to put them to bed, to keep them awake much of the 
night and to cause the attending physician to diag- 
nose or greatly suspect appendicitis. Two hundred 
fifty-five patients gave no such history and only two 
of these were relieved by operation. Twenty-four 
per cent were made decidedly worse. Twenty were 
operated on because of a roentgenologic diagnosis 
of appendicitis and none of these were helped by 
the removal of the organ. The commonest reason 
for operating was the type of abdominal discomfort 
which goes often with constitutional inadequacy, 
chronic fatigue, a nervous breakdown, or a psycho- 
pathic makeup. Other common causes for operating 
were a duodenal ulcer or ulcer-like symptoms, mi- 
graine, functional diarrhea, a sensitive colon, nerv- 
ous regurgitation, gall bladder disease, a sore liver, 
spondylitis, food sensitiveness, renal colic, constipa- 
tion and gynecologic conditions. In the one hundred 
thirty cases who had a history of one or more attacks 
of something resembling appendicitis, sixty seven 
percent were apparently cured, twenty-five percent 
were helped or relieved for a few years, while five 
percent felt that they were no better and twenty-tive 
percent were worse. 

Out of curiosity I decided to investigate how some 
of the patients of my associates, Drs. Siersema and 
Hill, and myself had fared who had had their ap- 
pendices removed for appendicitis and who were 
found at operation not to have had acute appendi- 
citis. Accordingly, one hundred fifty charts were 
pulled at random of patients who had had appendec- 
tomies without associated unrelated procedures and 
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in each of whom the appendix was reported by the 
pathologist to be “normal,” to show “scarring of the 
appendix,” “chronic appendicitis,” “lymphoid hyper- 
plasia of the appendix,” “intestinal parasite of the 
appendix,” or “fecolith appendix.” All of these are 
unremarkable findings that may be encountered in 
any routine autopsy series. A return postal card was 
sent to each patient. It read, “The symptoms for 
which I underwent removal of the appendix have 
since operation been: (a) completely relieved (b) 
partially relieved (c) not relieved at all, and (d) 
aggravated.” No case had been done during the 
preceding twelve months. Obviously, no iron-bound 
conclusions can be drawn from such a small series 
unless it be that December is a poor month to put 
such inquiries in the mail since of the one hundred 
fifty cards sent out, only fifty-two were returned. 
However, the results in these are interesting. Of the 
fifty-two reporting, forty-two, or eighty-seven per 
cent, were completely relieved, six were partially 
relieved, two obtained no relief and two were aggra- 
vated. A review of these fifty-two charts revealed 
that of the forty-two who obtained complete relief. 
twenty-three had had previous attacks, six had had 
no previous attacks and in thirteen cases, this in- 
formation was not in the chart. Of the six who 
obtained partial relief, one had had a previous attack 
and five had had none. Both of the patients who 
obtained no relief had had previous attacks as had 


Anemia 


The number of infants and small children who 
develop iron deficiency anemia continues to be a 
“shocking public health problem”. However, the 
blood disorder can be prevented if the susceptible 
infants are recognized and given extra iron, Dr. 
Calvin W. Woodruff, Nashville, said in the June 7 
Journal of the American Medical Association. Iron 
is necessary for the production of red blood cells. 
During a three-year period, he studied 272 anemic 
children under the age of five years at a clinic asso- 
ciated with Vanderbilt University School of Medi- 
cine. The most significant factors in predisposing 
a child to anemia were low birth weight, high birth 
order, twinning, and masculinity. 


A diet poor in 
iron did not appear to cause anemia, since these 
children ate the same diet as did other children who 
did not become anemic. 


Prematurity or low birth 
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both who said their symptoms had been aggravated. 
In some of the series, the initial clinical diagnosis 
had been acute appendicitis although most of them 
had been called preoperatively ‘‘chronic recurring 
appendicitis”. Thus, this small series would seem 
to agree with the larger one of Dr. Alvarez which 
indicated that one is on thin ice when he makes the 
diagnosis “chronic appendicitis” unless the patient 
has had previous attacks of right-sided pain sug- 
gesting appendicitis and preferably, has had many 
such attacks. Even then, numerous other factors 
must be considered and evaluated before recommend- 
ing surgery. 

reiterate that although 
“chronic appendicitis” may be a myth in the Pathol- 
ogy Laboratory, clinically, it is a diagnosis to be 


In conclusion, may I 


made actually by a process of elimination; and in 
retrospect, it is an acceptable final diagnosis to be 
made on a patient who had had repeated attacks 
resembling appendicitis, in whom all studies were 
non-contributory and who obtained complete relief 
following appendectomy even though the appendix 
proved to be histologically not remarkable. 

1. Alvarez, Walter O.: When Should One Operate For 


Chronic Appendicitis. J.A.M.A. 114: 1301-1306, 
Jan. 1940. 
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Infants 


weight was the most common factor. 


Premature 
infants tend to grow faster during the first vear of 
life than do full-term infants, thus requiring larger 
amounts of iron. Boys also grow more rapidly dur- 
ing the first year of life than do girls. 

Twenty-six of the infants were twins. Both-mem- 
bers of nine pairs were anemic; only one member 
was anemic in eight instances. Twenty of the twins 
were premature on the basis of birth weight. 

The study also showed that the incidence of ane- 
mia in white infants increased as birth order in- 
creased, reaching a peak with the fourth-born infant. 
In Negro infants, the peak was for second-born in- 


fants. 


There is also a factor of deficient iron stores at 
birth, resulting from blood loss during delivery 
or because the mother is anemic. 


Pre-Paid Medical Care... . 


Edited by 
RICHARD J. ACKART, M.D. 


The issue of The New England Journal of Medicine which was published April 3, 
1958, featured a “Letter To The Editor” about Blue Shield problems. Its astute analy- 
sis of the medical profession’s situation in these changing times prompted an editorial 
commentary which was equally perceptive. When agreeing that the Monthly might 
reproduce his letter, Dr. Bradford, an orthopedic surgeon who is in private practice, 


especially requested that an explanatory introduction to the letter be most perfunctory 
concerning its author—‘‘Whenever there is much personal comment, I wonder whether 


the individual is promoting himself or his ideas”. 


This much we know—after reading 


these two articles—both Dr. Bradford and the Journal's editor have ideas which are 


indeed worthy of promotion. 


Blue Shield Problems 


So much time is being devoted nowadays to dis- 
cussions of Blue Shield policies that it would seem 
appropriate to stand off and take a long-range view 
of the matter; or, as the French say, “reculer pour 
mieux sauter’—that is, to draw back to jump better. 

Three basic questions will come to mind when the 
problem is considered in this way. What position 
does the medical profession as a whole occupy in 
the changing social, economic, and political patterns 
of today? What part does Blue Shield play in these 
patterns? How effective is this part likely to be in 
the future? 

There need be no ambiguity in defining the pres- 
ent position of the medical profession. It can be 
summarized in a single word: untenable. Such an 
assertion hardly invites argument. The experience 
of practically every other nation in the world corro- 
borates it. Where else do we see the private practice 
of medicine continuing ? 

On one side, we find ourselves threatened by state 
and federal programs already operating on a large 
scale and eagerly seeking still further enlargement. 
On the other side, we contemplate the ugly possibility 
of domination by pressure groups such as labor 
unions or dictation from commercial interests such 
as insurance companies, to mention only two of many 
contenders. In front of us we face the inescapable 
and insurmountable wall of rising costs, in which 
doctors’ fees play only an insignificant part as com- 
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pared to the stagyering costs of hospitalization. Be- 
hind us we hear the hue and cry of an increasingly 
hostile public opinion, unleashed and led on by 
demagogues who clamor for the priceless gifts of life 
and health at bargain rates and at the taxpayers’ 
expense. As we fare forth into this dark and un- 
certain forest of “social progress,” we can expect 
about as much security as Little Red Riding Hood 
enjoyed when she went to visit Grandma! 

One of the few constructive, forward steps taken 
by the medical profession in the last twenty years 
has been the adoption of Blue Shield. It may repre- 
sent one of our few hopes for survival as a self- 
determining profession. In theory, its original aim 
was to convert a system of postponed payment for 
medical service into a streamlined system of pre- 
payment for protective care. This was intended to 
confer a benefit on the public by allowing low-income 
groups to share the full advantage of private medi- 
cine—and at the same time, the profession would 
gain the benefit of converting a large amount of 
charity service into paying practice. 

Both these theoretical benefits have been so real- 
istically vindicated in the experience of the last two 
decades that they now stand above debate. But today 
a third, and still more important, benefit from Blue 
Shield is becoming more and more apparent, for this 
service has given us what we as a profession never 
possessed before. It has given us an intelligently 
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co-ordinated and professionally controlled corporate 
body through which we can bargain with the public 
and they with us. 

If we continue to administer Blue Shield wisely, 
it may be all that we need to retain our professional 
independence. To administer it wisely, we must be 
willing to give as well as to receive—to regulate our 
practice and our fees so as to preserve our freedom 
from being regulated and to grant the public as 
many benefits as we hope to assure for ourselves. 
But if selfishly administered, Blue Shield is likely 
to collapse like the house built on sand, for when 
the rains of public disfavor fall, selfishness will not 
stand. It lacks the one principle that is essential 
to all modern institutions: public service. 

The last of the three questions remains to be 
answered: How effective is Blue Shield likely to 
become in the future? The factor that determines 
success in any enterprise is management. A capable 
management will continue to increase the service of 
Blue Shield; of course, the reverse is also true, for 


Changing Patterns 


Dr. Bradford, in his letter on the present problems 
of Blue Shield, published elsewhere in this issue of 
the Journal, shows that he has given much thought 
to the problems of medicine in general, and believes 
in facing them realistically. It is trite to say that 
man is living in a changing world, for the world is 
always changing. At present it happens to be going 
through a series of major, critical alterations. 

As changes come to this country medicine must 
not always be found fighting a delaying action, es- 
pecially in view of its relations with the public, 
which are perhaps at one of their lowest points in 
recent history. Whatever course the nation takes in 
its social, political, and economic evolution, the med- 
ical profession, for its own salvation, must lead in 
the development of constructive plans for the delivery 
of medical service under the new order, whatever 
it may be. 

As Dr. Bradford states, Blue Shield is the plan 
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bad management automatically will destroy itself. 
Perhaps these statements sound like platitudes, until 
we realize that they have laid the very floor on which 
we stand. We, as dcctors and as members of the 
Medical Society, are the managers of Blue Shield. 
Its success depends on us. Its failures remain our 
responsibility. 

Is there a moral? Very frankly, yes! We must 
stop focusing our thoughts childishly on income levels 
and fee schedules; we must top bickering and yam- 
mering. We must grasp the larger significance of 
the splendid organization that we have built up in 
the last twenty years. We must stand behind it in 
its major decisions—not for selfish gain, but to share 
with the public a mutual service and benefit. In this 
way, and in no other, can the medical profession 
preserve its time-honored status as an altruistic body 


of men, free from the sordid controls of politics or 


commerce, devoting itself wholeheartedly to scientific 


and humanitarian tasks. 


EDITOR 
New England Journal of Medicine 


that has been developed and offered by the profes- 
sion itself. Regardless of whether it was started for 
the benefit only of low-income groups and _inci- 
dentally of the doctors who must provide them with 
their service, it has undergone a changing pattern 
like everything else beneath the firmament. 

Blue Shield remains the doctor’s cwn generally 
accepted agency through which he can deliver what 
a large percentage of the public seems to want—a 
plan for prepaid medical care—and through which 
he can keep an intelligent, constructive control over 
his hire and the conditions under which the care 
is provided. His success in maintaining the con- 
fidence of his public and in regaining it, where it 
has been lost, will depend on what he gives and not 
on what he gets. The practice of medicine is still, 
in its fundamental aspects, a service as dedicated 
as the ministry, and those who base their success on 
their income are not truly in that service. 


4 
| 
389 


Public Health.... 


Poliomyelitis and Aseptic Meningitis 

The year 1955 showed a drop in the number of 
poliomyelitis cases reported in Virginia, 336 against 
613 the previous year. This was the first year in 
which Salk vaccine was used and it was too early to 
note effect due to vaccine alone. In 1956, 237 cases 
were reported and in 1957, 107 cases. There ap- 
pears to be an increasing reluctance on the part of 
physicians in Virginia, and this is also apparent 
elsewhere in the United States, to make the diagnosis 
of nonparalytic poliomyelitis. In 1954, 1955, 1956, 
and 1957 the paralytic cases were 396, 152, 151, and 
69 respectively, while the nonparalytic cases were 
217, 184, 86, and 69 respectively. During 1955 
poliomyelitis was still prevalent. During 1956, how- 
ever, it seemed as if some other virus was operative 
along with polio virus. In 1957 this was clearly 
indicated by outbreaks of infections, apparently of 
viral origin, reported from four areas of the State, 
which suggested nonparalytic poliomyelitis but did 
not completely satisfy this diagnosis. 

Observations of this condition were not reported 
until many cases had developed in an area. Know- 
ing that “aseptic meningitis” was prevalent in other 
parts of the country, this information was immedi- 
ately transmitted to the Communicable Disease Cen- 
ter of the Public Health Service and an epidemiolo- 
gist was sent to Virginia to investigate. Though he 
came at once, he found in the Peninsula region that 
the peak of the outbreak had passed and it was 
impossible to collect laboratory specimens during 
both acute and convalescent stages for comparative 
study. 

It should be understood that the term “aseptic 
meningitis” is being used in its currently accepted 
sense. It does not apply to a specific disease entity 
but covers a syndrome that is common to many eti- 
ologies. The characteristic symptoms and signs of 
this syndrome are fever, headache, often vomiting, 
neck and back rigidity, changes in the cerebrospinal 
fluid showing counts of from 20 to 1,500 cells with 
a predominance of lymphocytes. Responsible agents 
may be either bacteria, e.g. tubercle bacilli and 
leptospirae, or a variety of viruses. Included in the 
latter are the viruses of measles, mumps, the Cox- 
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sackie and the ECHO groups. These last two con- 
cern us in differentiating nonparalytic poliomyelitis. 

The World Health Organization Committee on 
Poliomyelitis, in Section 2. 3. 2. of its Second Report, 
Geneva, July 15-20, 1957, reviewed current problems 
in the nomenclature and reporting of poliomyelitis 
and polio-like diseases. The committee called atten- 
tion to the value of reporting paralytic cases sepa- 
rately. A clinical definition of paralytic poliomyelitis 
which has been adopted for purposes of reporting is 
that the patient must have clearly demonstrable 
paralysis (as opposed to transient weakness). This 
paralysis, flaccid in type, should be recognized pref- 
erably by more than one physician on two consecutive 
physical examinations performed at least 24 hours 
apart. Examinations should be made during both 
the acute phase of illness and the convalescent period. 
Cases with cranial nerve involvement, including bul- 
bar cases, are to be listed in the paralytic group. 

The term “nonparalytic poliomyelitis” is a correct 
term when applied to the disease caused by virus of 
poliomyelitis. In the past this has proved too con- 
venient a term and it has been suggested that it be 
eliminated. In its place another term is offered, such 
as: aseptic meningitis syndrome, etiology unknown, 
when the identification of an etiologic agent by lab- 
oratory tests has not been made; or the term aseptic 
meningitis syndrome, due to polio virus (type 1, 2, 
or 3), or due to Coxsackie virus (A or B), or due 
to ECHO virus (type to be identified by number). 
The same sort of etiologic qualification should be 
used in connection with cases of acute encephalitis 
of viral origin. 

In accord with the recommendation of WHO, the 
Poliomyelitis Surveillance Unit of the Communicable 
Disease Center of the Public Health Service is re- 
questing the cooperation of the states in reporting 
poliomyelitis this year. To comply with this request 
it will be necessary to have the full cooperation of 
the practicing physicians of the State and to ask 
them to report immediately and in detail to their 
local health directors all cases suspected of being 
poliomyelitis. The preliminary report should include 
the name and address, age, race, and sex of the pa- 
tient, date of first symptoms, complete poliomyelitis 
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vaccination history, including site of injection and 
site of first paralysis if inoculated within 30 days 
prior to onset, the preliminary diagnosis and remarks 
concerning symptoms and signs, and a statement 
regarding specimens submitted to the laboratory for 
study. Throat washings and stool specimens are 
important for virus isolation; blood samples, col- 
lected during both acute and convalescent stages, 
should be submitted for neutralization titers and for 
complement-fixation titers. These preliminary re- 
ports should be made on all cases as soon as possible. 
Final reports should be made when information is 
available as to convalescent clinical status, final 
diagnosis, and laboratory studies. The clinical status 
should be recorded 60 days or longer after onset and 
should include a note as to complete recovery with- 
out residual paralysis or with residual paralysis. If 
the latter, whether minor involvement, significant 
disability, or severe disability (bed, wheelchair, ex- 
tensive bracing). A note on muscle grading and 
date of same should be given if possible, and a state- 
ment as to whether the patient is receiving physical 
therapy. If fatality has occurred, the date and cause 
of death should be given. Under “Final Diagnosis” 
one of the following should be listed: 

Paralytic Polio, With Residual Paralysis 
Paralytic Polio, No Residual Paralysis 


Nonparalytic Polio 


Aseptic Meningitis Syndrome 
Probable Etiology: 
Coxsackie (Group Type__) 
ECHO (Type —) 
Unknown 
Other (Specify) 
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The tinal diagnosis should be supported by labora- 
tory confirmaticns and should be submitted within 
90 days after onset or sooner. For cases revoked due 
to completely changed diagnosis, the Final Report 
should be submitted at the time the case is closed. 

A virus laboratory has been established in the 
State Department of Health Laboratory in Richmond 
and the Communicable Disease Center of the Public 
Health Service has informed the Commissioner that 
antigens for diagnosing the various types of virus 
diseases will be sent to the State Laboratory. This 
enables the Virginia State Department of Health to 
offer physicians of the State a laboratory service to 
differentiate the various types of viruses causing 
poliomyelitis or producing the aseptic meningitis 
syndrome. It is hoped that physicians in Virginia 
will join in these studies and it is believed that they 
will find such investigations challenging, stimulating, 
interesting, and satisfying. 


MONTHLY REpoRT OF BUREAU OF COMMUNICABLE 
Disease CONTROL 
Jan.- Jan.- 
May May May May 
1958 1957 1958 1957 


Brucellosis 3 4 7 10 
Diphtheria 1 1 12 5 
Hepatitis 24 39 125 229 
Measles 6659 843 16498 3426 
Meningococcal Infec. 9 3 43 33 
Meningitis (Other) 10 14 $3 75 
Poliomyelitis 1 1 + 11 
Rabies (In Animals) 19 37 177-151 
Rocky Mt. Spotted Fever 0 1 1 2 
Streptococcal Infec. 795 572 3972 3768 
Tularemia 0 2 18 17 
Typhoid Fever 2 3 10 17 
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Mental Health.... 


About Handicapped Children 


There are several reasons for selecting this topic 
for discussion, The primary one is that various 
types of handicapped children are frequently seen 
in a mental hygiene clinic. The problem as a whole 
is a part of our mental hygiene problems. Almost 
equally significant is that psychological aspects of 
handicapped children may be overlooked at times, 
while considerable work and propaganda are carried 
on for physical help to these children. Certain com- 
mon observations may also make us wonder about 
this problem, since it is striking that some handi- 
capped children appear well adjusted, while others 
with the same or less afflictions have major emotional 
problems. Everybody has occasionally observed 
a crippled child get along with other children on a 
playground, even a baseball field, being fully ac- 
cepted in the group. While a sympathetic onlooker 
may notice the handicap with distress, the other 
children don’t seem to pay much attention to it, but, 
treat the particular child like anybody else in the 
group. On the other hand, it is not uncommon to 
see crippled children who are withdrawn and pas- 
sive or aggressive and unable to function in a group 
for any length of time. This makes us wonder again, 
“Why the difference?” Even more fascinating does 
it become when we meet adult patients in a psychia- 
tric hospital and are able, for instance, to trace a 
paranoid psychosis back to a physical defect, or to 
observe a physical handicap as a factor in a homo- 
sexual development. In asking these questions, one 
might as well ask why we all differ in our person- 
alities, and part of the answer will be contained 
there; but, it is not possible to omit the handicap 
itself as an important factor. Not very long ago, 
it was commonly thought that handicapped persons 
were just different by nature, and they were expected 
to behave accordingly, but, today this explanation 
is no longer generally accepted, and an individual, 
dynamic approach is preferred. 

There seems to be no doubt that these reactions 
are to some extent related to culture, since historical 
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reviews reveal the various attitudes taken in the past. 
The physical handicaps have, in the past, most 
frequently been looked upon as the result of sin and 
as punishment inflicted either upon the persons them- 
selves or their ancestors, while occasionally it has 
also been seen as a sign of holiness or superhuman 
power. Most commonly the interpretation has been 
that of weakness or inferiority, but, it is noticeable 
that in certain cases a physical handicap has been 
described as adjunct to a person. In some biogra- 
phies of great historical persons with handicaps, 
their special ability or talent at least, has partly been 
attributed to a physical handicap, while in others 
it is related that they emerged into greatness in spite 
of their handicap. Physical handicaps have been 
used in recent history in propaganda as late as dur- 
ing the last World War when we could see in moving 
pictures as well as read about our enemies with their 
physical defects displayed in caricature. Presently 
horror pictures with gruesome, distorted figures tour 
the movies to the apparent delight of teen-agers with 
blessings of some psychiatrists and good easy money 
for the company. The general attitude in our pres- 
ent culture, however, seems to be that of understand- 
ing, rehabilitation, and an invitation to all handi- 
capped persons to fulfill their particular place in 
our society. 

Handicaps may, of course, be physical, mental, or 
a combination of both, the latter being most fre- 
quently seen in our clinic. Children with cerebral 
palsy comprise the biggest group. In this connection 
the well know fact that it is much easier to accept 
a physical than a mental handicap will again be 
stressed. A fund raising drive for help to physical 
disabilities interfering with the motor system is more 
apt to be successful than for those relating to strictly 
sensory disabilities. People will more readily give 
money to help a paralyzed child than to a deaf-mute 
or blind one. Maybe one shouldn’t even mention the 
strictly mentally handicapped children, although 
they probably outnumber those with physical handi- 
caps. Who wants to give money to help idiots, im- 
beciles, morons, not to speak of bothersome delin- 
quents and semicriminals. The common reaction is 
that these groups should be cared for by the state 
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even though this has not always been adequately 
done. While this summarizes the public’s reactions 
to the different handicaps, it may be worthwhile to 


say a little more about special sensory disabilities. 
One doesn’t hear much about the blind and deaf- 
mutes in the community. Does that mean that their 
special needs for training and education are taken 
care of ? Both generally and for the purpose of this 
discussion, is it interesting and intriguing to observe 
blind people in particular and to notice how well 
adjusted they usually are. It may also be surpris- 
ing how individually different they are in their per- 
sonalities and productivity. This does not, of course, 
imply that their personality is directly related to their 
handicap. Without delving too far into the special 
handicaps, it seems important to emphasize the spe- 
cial problems facing children with certain chronic 
illnesses, particularly those which could be called 


“hidden handicaps”. Diabetic children are the most 
important of this group, and a good example of 
handicaps which are not usually recognized and, 
at times, even vigorously denied by the patients 
themselves. 

The individual reaction to a handicap varies with 
its character and the personality of the child. A 
common observation is that children do not want to 
be different, and a disability, whether it is a minor 
cosmetic or a major paralytic one may constitute 
this difference. The child may, however, not be fully 
cognizant of this; and, although teasing is said to 
be common among children, it is this author’s im- 
pression that it is the parents’ projection and ac- 
centuation of a difference that is most harmful. It 
is at least observed that a group accepts a child with 
a disfiguration if the child himself is unconcerned 
about it, and does not otherwise give a particular 
reason for teasing. A child may be quite capable 
of accepting a handicap realistically if he has suf- 
ficient mental capacities and is secure otherwise. His 
reaction as a whole is therefore just as much de- 
pendent on his personality as on his specific afflic- 
tion. In children with limited intellectual function, 
as for instance, frequently seen in cerebral palsy 
children, the same acceptance and understanding of 
the handicap cannot be expected as in children with 
a normal intelligence, and their afflictions, as they 
not rarely are multiple, will therefore have a more 
direct bearing on their personality development. 
When strong emotional components are attached to 
the handicap, one may see deviant traits occur early 
in the growth of the personality. The outstanding 
mechanisms appear as withdrawal with self-pity and 
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hypersensitivity or denial with projection of hostility 
and consequent aggression. 

The parental reaction to a handicapped child is, 
of course, of greatest importance. Only little under- 
standing and imagination is needed to grasp the 
tragedy of a crippled child to a family, and even 
with the best intentions and insight the family may 
react unfavorably to the handicapped child. It cer- 
tainly is much easier to talk about these problems 
than to handle them inside one’s own circle. Over 
protection with resulting dependency is probably 
the most common reaction, and it is certainly under- 
standable if the mother of a handicapped child tends 
to follow this line. She may do this contrary to her 
better knowledge and against determined will to 
stimulate independence and the development of the 
child’s potentials. Accompanying this attitude at 
This 
view may be carried over to the child by repetitious 
overconcern and criticism, and make him feel in- 
ferior. 


times is seen an exaggeration of the defect. 


Parents are also met who feel guilty and 
ashamed when a defective child is part of the family 
and such feelings may also easily be projected into 
the child, and you then find children who feel not 
only ashamed, but, also at times guilty about their 
handicaps. Less acceptable and more aggravating 
are parents who reject their disabled child for this 
reason or that reason. There are, of course, parents 
who reject healthy children under any circumstances, 
but there are also parents who are specifically unable 
to tolerate their crippled child. It may be on such 
a plain and realistic level as the economic one, as 
they may grow tired of the medical expenses, such 
a child may lead them into, or the rejection may have 
more subtle reasons related to intrapersonal or social 
conflicts. 

Sibling reaction to handicaps is also important 
in the family group, although it isn’t always taken 
into consideration. Cases have been observed where 
the healthy sibling feels left out and rivalry may 
occur. The parents may appear to be more con- 
cerned and care more for the crippled member of 
the family than the others. It is at times distressing 
to observe how some parents may carry their handi- 
capped child from specialist to specialist with but 
little hope for successful treatment and spend a 
considerable amount of hard earned money, which 
could more profitably be put aside for the training 
of a healthy sibling. Since the handicap of a child 
often is a delicate subject in the family, it may be 
very difficult for a sibling to express an honest 
opinion to his parents about this, particularly since 
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the sibling may usually also want to help the handi- 
capped child as much as possible. 

The handicapped child is not specifically charac- 
terized just by being handicapped, and this shows 
up more clearly in a group reaction. Based on gen- 
eral observation, this author finds that healthy chil- 
dren are quite able to accept the unfortunate and 
handicapped ones and play naturally with them. As 
a matter of fact, they are much more able in this 
respect than many adults, who will show pity, undue 
concern, sympathy, or other reactions. If the handi- 
capped child is secure in his relation to others, he 
will want to be as much like them as possible and 
forget the affliction to the utmost extent. If the 
handicapped child is able to accept general rules 
in group play and activities, he will be one of the 
group, and one will see surprisingly little difference 
between the healthy child and the crippled one. 

Since it has been previously stated that there are 
not any special personality resulting from a handi- 
cap, what is it then that determines the personality 
in a handicapped child? If there should be a specific 
effect, one would most likely adhere to the famous 
theories of Adler about organ inferiority, inferiority 
complex, and consequent compensatory mechanisms. 
One surely cannot overlook a boy’s paralyzed leg, 
a girl’s disfigured face, an imbecile’s stupidity, or 
a diabetic’s insulin reactions. This author has come 
to the conclusion, however, that the determinants are 
basically the same for personality development in 
the handicapped as in the average person. These 
basic factors are primarily genetic, constitutional 
and environmental. In other words, it is felt that 
the handicap does not predetermine an inferiority 
feeling, but, that the handicap may become the focus 
for such a feeling through environmental reaction. 
Unless the handicap itself is of such a nature that 
specific limits are set, this author feels that emo- 
tional factors are more important in the develop- 
ment of the personality than the handicap itself. The 
basic capacity of the child is, of course, of most 
importance; but, of the factors which can be influ- 
enced, the family atmosphere is outstanding. 

Handicapped children, of course, have special 
needs. With our modern technique in orthopedic 
and plastic surgery, physiotherapy and pharma- 
cology, many things can be done for these children 
in order that they may reach their optimum, and this 


should be early recognized. However, equally im- 
portant to specific therapy may be the family’s abil- 
ity to accept the situation with a handicapped child 
fully and realistically. This will, in turn, make the 
child able to accept and face his defect and progress 
in spite of it like a Demosthenes, rather than sur- 
render to it. These children do need assistance, but 
assistance, guidance, and training do not mean over- 
protection and dependency. Parents should be ob- 
servant particularly early, of undue self-conscious- 
ness, withdrawal, and denial mechanisms as well 
as overcompensation and exhibitionism. The greatest 
danger may be the development of self-pity along 
with isolation and lead through projection of anxiety 
toward a paranoid solution. In our present culture, 
a great deal of help is offered to handicapped chil- 
dren, particularly those with physical handicaps. It 
is important in these cases that counselling is also 
done with the family, and usually this will be taken 
care of by the family physician, At time, however, 
more specific treatment may be indicated, such as 
psychotherapy with the handicapped child and col- 
lateral treatment of the parents. Such treatment can 
be offered in a mental hygiene clinic. 

This discussion has attempted to deal in general 
with certain psychological aspects of handicapped 
children. Since the word handicap has been used 
so frequently in the discussion, it may be worthwhile 
before closing to agree upon the meaning of the 
word, A bit of philological research may not be out 
of place and a consultation with a dictionary gives 
us an interesting definition. “Handicap” is, of 
course, known from the world of sports and the word 
was originally used in this respect, meaning “to 
equalize conditions in a race”. More specifically the 
dictionary says, “to draw lots”, or “han-in-cap”, 
which directly gives the word. From the student of 
languages we thus learn that handicapped children 
should be given a chance. They should be given an 
equalized chance, a really sporting handicap in the 
race of life and then be expected to continue to 
compete according to the rules of our society. 
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Cwnrent Currents 


DR. GUNNAR GUNDERSEN is the 112th president of the American Medical As- 
sociation. In taking office on June 24 in San Francisco, Dr. Gundersen called atten- 
tion to the physician’s obligations to the causes of world health peace. He pointed out 
that as American citizens “our first duty is to this country. But as members of the 
brotherhood of man, we also have a duty toward all men who yearn for freedom, dig- 
nity and peace.” Dr. Gundersen went on to say that “medicine can play a vitally ef- 
fective part in bringing reality to the dream of world peace. For medicine, despite 


the designs of politicians or dictators, is above the harsh conflicts of ideologies and power 
policies. ...” 


FILMED HIGHLIGHTS of the AMA annual meeting will be available after Septem- 
ber 1 for showing at medical meetings. The film, entitled “San Francisco—1958” was 
prepared by the American Medical Association in cooperation with Merck, Sharp & 
Dohme. The 40-minute black and white presentation features abstracts from 5 daily 
television programs and may be secured either from the AMA Film Library or Merck, 
Sharp & Dohme, Philadelphia 1, Pennsylvania. 


25 MILLION PERSONS in the United States were hurt seriously enough in the second 
half of last year to require medical attention or to limit activities for at least a day. 
The latest report of the National Health Survey blames home accidents for 40.3 per cent 
of the total; work accidents, 16.7 per cent; motor accidents, 9.8 per cent and others, 
including injuries from violence, 33.1 per cent. Of the total, 14.1 million were males; 
14.9 million were urban residents; 7.1 million lived in rural non-farm areas and 3 mil- 
lion on farms. On an average, about 1,750,000 persons were limited every day because 
of injuries, and of these, 305,000 were in bed or in hospitals. 


THE 1958 PUBLIC RELATIONS INSTITUTE, sponsored by the AMA, will be held 
at Chicago’s Drake Hotel on August 27-28. The meeting will be of particular interest 
to state and county medical society executives, public relations chairmen and mem- 
bers of PR committees. Last year, Virginia was represented by representatives of three 


component societies. It is hoped that all component societies will plan to send delegates 
this year. 


THE TEXAS MEDICAL ASSOCIATION House of Delegates, after long and spirited 
discussion, recently voted to withdraw from its contract with the Defense Department 
under the Medicare program. Texas is the first of the 46 participating state associations 
to withdraw from Medicare. Ohio and Rhode Island have never participated. 


THE TOTAL COST of accidents in this country last year was in excess of 10 billion 
dollars. 
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AN ILLINOIS CONGRESSMAN recently polled his constituents on such things as fi- 
nancing medical care for all those under social security. Rep. Harold L. Collier (R., 
Ill.) reported that 73 per cent were opposed, 26 per cent were in favor and only 1 per 
cent had no opinion. On the question of whether or not mandatory social security 
should be expanded, the response was 47 per cent yes, 48 per cent no and § per cent 
no opinion. 


Congressman Collier also asked his constituents whether they favored government schol- 
arships for higher education or some method such as tax benefits for individuals and 
business. Twenty-six per cent favored federal scholarships, 68 per cent were for some 
tax mechanisms and 6 per cent had no opinion. 


THE WINNER of the National Essay Contest sponsored by AAPS is D. Herschel Mills, 
Angleton, Texas, and the last paragraph of his prize winning essay on “The Advantages 
of the American Free Enterprise System” is one which all of us should read over and 
over again. 


“What is free enterprise? It is a steel mill in Pittsburgh, an oil well in Texas, an orange 
grove in Florida. It is a man wiping the sweat from his brow in the corn field of 
Iowa, a doctor preparing for surgery. It is a one-room schoolhouse in the mountains 
of Kentucky. It is a wadded section of the stock market reports from a morning news- 
paper and, yes, it is the grin on a little boy’s face as he tries to sell lemonade, “Only a 
nickel, mister.”” That’s free enterprise. That’s why our forefathers died. And it’s 
what we must live for.” 


HATS OFF this month to the Fairfax County Medical Society and the Northern Vir- 
ginia Medical Council for sponsoring a most interesting one day conference for Medical 
Assistants. More than 130 Assistants registered for the conference which featured ses- 
sions on public relations, legal responsibilities, standard claim forms and other subjects 
of interest and importance. 


A SPECIAL EDITION of the AMA Journal (June 7) was recently sent to AMA 


members over the country. The edition contains the Principles of Medical Ethics and 
Opinions and Reports of the Judicial Council. 


Although the Principles are being reviewed section by section in the Virginia Medical 
Monthly, members will find the AMA publication a handy reference. 


DO YOU KNOW that more than 5,000 medical periodicals are published in the world 
today. Over a third of them are published in the United States. 


THERE IS ONE PHYSICIAN for every 670 persons in this country. Fourteen coun- 


tries have one physician for every 1,000 persons and 22 countries have only one physi- 
cian for every 20,000 or more inhabitants. 


The Medical Society of Virginia .... 


MINUTES OF THE SPECIAL SESSION 
OF THE 
HOUSE OF DELEGATES 
The House of Delegates of The Medical Society 
of Virginia met in special session on Sunday, April 
13, in the Ballroom of Richmond’s Hotel Jefferson. 
The meeting was called to order at 1:00 p.m. by Dr. 
Harry C. Bates, Jr., President. 
The President received a report from Dr. Ira L. 
Hancock, Chairman of the Credentials Committee, 
who reported a quorum present. 


Dr. Bates then welcomed the Delegates to Rich- 
mond and briefly reviewed the events leading to this 
first special session in the history of the Society. 
After reading the resolution calling for a Commit- 
tee on Principles and Policies, Dr. Bates introduced 
the Committee Chairman, Dr. Hundley, who pre- 
sented a preliminary report. He made it clear that 
the report was not being offered for adoption, but 
would probably be presented to the House in its 
final form during the Annual Meeting in October. 

Upon the completion of his report, Dr. Hundley 
assumed the duties of Speaker of the House. He 
introduced Dr. John T. Hazel, Chairman of the 
Committee on Federal Medical Services, who re- 
ported on the activities of his Committee during the 
past two years. Of particular interest to the Dele- 
gates was Dr. Hazel’s report of a meeting in Atlanta 
on January 11-12 which was called to consider the 
administrative regulations of the Medicare Program. 
He then read the following recommendation, which 
was adopted during that Conference: 

The representatives of state medical associa- 
tions meeting in Atlanta, Georgia, January 11-12, 
1958, to consider Medicare object to the admin- 
istrative regulations of the program. 

Specifically, they take exception to the imposi- 
tion of a service-type program, because of their 
convictions that under P. L. 569 an indemnity 

type plan is permissable. Further they express 
their sincere belief that an imposed service-type 
program interferes in principle and in practice 
with the doctor-patient relationship and con- 
tributes to deterioration of good medical practice. 

They consider it imperative for these and other 
state associations jointly to petition the appro- 
priate congressional committees and the Secretary 


VoL. 85, Jury, 1958 


of Defense to permit negotiation of an indemnity 

program at the time of renewal of Medicare con- 

tracts. 

They, therefore, agree to request their associa- 
tions to petition the appropriate congressional 
committees and the Secretary of Defense in this 
regard, in a concerted action, at the earliest mo- 
ment permitted by approval of the associations 
concerned, 

There followed a discussion as to the difference 
between service and indemnity plans. It was gen- 
erally agreed that one of the principal differences is 
that under indemnity programs the fee paid by the 
government would not necessarily constitute total 
payment. 

Colonel Earl Lowry, Assistant Executive Director 
of the Medicare Program, was then introduced and 
traced the development and progress of Medicare 
from its origin to the present. He stated that Public 
Law 569 was designed to answer many problems— 
one of which was the difficulty in keeping skilled 
personnel in service. The House was advised that 
this objective had, for the most part, been realized. 
Colonel Lowry went on to point out that obstetrics 
had long been the number one problem as far as 
service dependents are concerned. It was further 
reported that 43 per cent of the dependents served 
under the Program are living at home and approxi- 
mately 45 per cent of all dependents’ medical care 
is provided by civilian sources. The cost of the 
Program seems to be leveling off at approximately 
6'2 million dollars per month. 

The House was advised that most of the services 
are being provided on the east and west coasts, and 
the southeastern region carries one of the heaviest 
loads. Colonel Lowry reported 68.2 per cent of all 
medicare services are provided in hospitals. He 
pointed out the program had uncovered some very 
interesting facts, one of them being that 44 per cent 
of all anesthesia is administered by persons other 
than anesthesiologists. He reported a survey revealed 
that 90 per cent of the service dependents are satis- 
fied with the way the Program is working. The 
Delegates were informed that most physicians seem 
inclined to charge maximum fees rather than their 
usual fees which in many instances are lower. Col- 
onel Lowry stressed the fact that there exists no 
indication the program is being used to further the 
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cause of socialized medicine. It was his opinion 
that just the opposite is true. 

The Speaker then introduced Dr. Stuart Ragland, 
Jr., who urged the House to think carefully before 
committing the Society on the Medicare question. 
It was Dr. Ragland’s belief that Medicare constitutes 
one more step along the road which can only lead 
to out and out socialism. He pointed out that already 
the Forand Bill has come along as the next big step. 
Dr. Ragland went on to mention that at the present 
time nearly one of every four persons in this country 
is eligible for some type of medical care at govern- 
ment expense. While recognizing the fact that cer- 
tain inducements must be offered to retain skilled 
personnel in the armed forces, Dr. Ragland stated 
this is primarily a service problem and is not neces- 
sarily a responsibility of the medical profession. 
He deplored what he called the defeatist attitude of 
those who take the viewpoint that Medicare is law 
and the profession has no alternative but to parti- 
cipate. 

Dr. Ragland mentioned the Ohio approach and 
expressed the belief that a state medical society does 
not have the right to negotiate a contract for every 
individual physician in the state. 

The following resolution was then introduced by 
Dr. Mallory Andrews, representing the Norfolk Dele- 
gation : 

RESOLVED, that The Medical Society of Vir- 
ginia negotiate for the continuation of Medicare 
and, 

Be Ir FurTHER RESOLVED, that the State nego- 
tiators attempt to secure an agreement based on 
insurance or indemnity principles. 

There followed considerable discussion as to 
whether or not Medicare represented the only answer 
to the military problem. Increasing governmental 
control was cited as the big issue. 

A question was raised concerning the legality of 
P. L. 569 and Mr. Duval was requested to state 
whether or not, in his opinion, the Bill is constitu- 
tional. Mr. Duval replied that although there was 
no reason why the Bill could not be tested in the 
courts, he personally believed that it is constitutional. 

Dr. Ragland then introduced the following substi- 
tute motion: 

RESOLVED, that The Medical Society of Vir- 
ginia refuse to renew its contract with the Depart- 
ment of Defense under the Medicare Act unless it 
be set up as an indemnity program suitable to the 
ethical standards of The Medical Society of 
Virginia. 
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Dr. Salley questioned whether or not a motion 
is in order that conflicts with a resolution that has 
been introduced but not finally disposed of. The 
Speaker agreed and ruled the substitute motion as 


being out of order. 

After further discussion, during which it was men- 
tioned the medical profession has failed to offer a 
workable alternative to Medicare, it was moved and 
seconded that the debate be closed. The motion was 
carried. 

The House then voted on the resolution introduced 
by Dr. Andrews and voted its adoption by 52-35. 

The Speaker requested Dr. Archer to say a few 
words concerning the Forand Bill. All members of 
the House were urged to learn as much as possible 
concerning this legislation in order that they might 
assist in the all out battle to defeat it. 

There being no further business, the meeting was 
adjourned. 

Rosert I. Howarp 
Executive Secretar, 
APPROVED: 
Harry C. Bates, Jr., M.D. 
President 


CONFERENCE OF LEGAL COUNCIL AND 
EXECUTIVE SECRETARIES 

HE SECOND conference of legal counsel and 

executive secretaries of state and local medical 
societies was held in Chicago on May 9 and 10, 
1958, under the auspices of the American Medical 
Association. Many executive secretaries were pres- 
ent, and the lawyers in attendance included counsel 
for fifty or sixty state and local societies, the officers 
and legal staff of A.M.A., and counsel for a number 
of specialty groups. 

The first day was given over to a discussion of 
the “Legal Aspects of Medical Practice Through 
‘Third Party’ Mechanisms”, and the subject was 
presented by a moderator and a panel of six attor- 
neys under assigned topics as follows: 


Hospitals and the Practice of Medicine. 

“Closed Panel” Types of Practice. 

Medical Schools and the Practice of Medicine. 

Medical Care Program of United Mine Workers 
Welfare Fund. 

Legal Aspects of Membership in County Medical 
Societies. 

The entire morning was used in a general dis- 

cussion of the several subjects by the panel workers, 
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with the afternoon hours given over to an informal 
and intensely interesting question and answer period 
in which was developed the various aspects of the 
problems as they are being worked out at the na- 
tional and state level. Practice by hospitals came 
in for much discussion, during which it appeared 
that this problem has become less acute, due in part 
to the decision in the lowa case, and to the growing 
recognition of certain specialty services as an integral 
part of the practice of medicine. Mr. Margett, 
counsel for the Medical Society County of Queens, 
stated that his group is much concerned over the 
activities of closed panel groups of physicians the 
members of which are furnishing medical care to 
civil service employees of New York City, and to 
other large industrial and commercial associations 
and organizations. One particular group has 30,000 
dues-paying members, and no physician’s fee will 
be paid except to members of the panel. In Georgia, 
practice by teachers in medical schools is a con- 
troversial subject which is about to be settled by 
an agreement between the Medical College of Geor- 
gia and the State and County Medical Associations. 
The use of fees is one of the troublesome questions. 
Much time was given to the various problems con- 
nected with the medical administration of the United 
Mine Workers Welfare Fund, but no happy solution 
seemed possible at this time. Several speakers felt 
that economic and social developments make it neces- 
sary for organized medicine to relax some of its 
time honored concepts of the physician-patient rela- 
tionship, and adjust to conditions which it may not 
be able to change. The philosophy of free choice 
of physicians clashes with the duty of fund trustees 
to protect the interests of beneficiaries. All were of 
the opinion that this problem should be resolved if 
possible at the conference table and not in the courts, 
and that in the solution the welfare of the individual 
patient must be the first consideration. It seemed to 
be the consensus of opinion that local and _ state 
societies may still select their members, but that 
expulsion for other than adequate cause should be 
resorted to only after most careful consideration. 


On the last day of the conference the morning 
hour was taken up with matters relating to Medical 
Professional Liability, and many interesting prob- 
lems were considered. A novel one was the possi- 
bility that in a malpractice suit against a surgeon 
the records and reports of the Hospital Tissue Com- 
mittee might be required to be produced in pre-trial 
discovery procedure in the Federal and in certain 


state courts. The view was expressed that although 
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the records might not be admissible in evidence at 
the trial, the members of the Committee might be 
subjected to very embarrassing cross-examination 
with respect to their contents. 


The case of Salgo v. Leland Stanford University 
Hospital and certain members of its medical staff 
has caused a lot of comment and some forebodings 
in medical circles. Mr. Howard Hassard, counsel 
for the California Medical Association and modera- 
tor of the panel on Medical Professional Liability, 
was counsel for the defendants in the Salgo suit, 
and made a most interesting presentation of the law 
and the facts involved. Salgo’s trouble had been ten- 
tatively diagnosed as a probable occlusion of the 
abdominal aorta, and an aortography was directed. 
This was done in the late afternoon by an anesthe- 
siologist, a radiologist and a surgeon, and the pro- 
cedure appeared to progress normally and was com- 
pleted with the patient in apparent good condition. 
However, the next morning the patient’s lower ex- 
tremities were found completely paralyzed, a con- 
dition from which he never recovered. In the result- 
ing suit the trial court instructed the jury that as 
a matter of law the paralysis suffered by the patient 
under the state of facts established by the evidence 
created an inference of negligence on the part of the 
hospital and the attending physician which was suf- 
ficient to go to the jury in the absence of affirmative 
evidence of specific negligence. The rule of law on 
which the instruction was based is known in legal 
circles as the “res ipsa loquitur doctrine”, and comes 
into play when the happening itself is one which 
in the ordinary course of events does not occur with- 
out negligence. The jury promptly brought in a ver- 
dict against all defendants for $250,000.00 and the 
trial court entered judgment. An appeal to the Dis- 
trict Court of Appeal followed in due course, and 
the appellate court reversed on the ground that the 
instruction was erroneous. The plaintiff then ap- 
pealed the District Court’s decision to the California 
Supreme Court which affirmed the action of the Dis- 
trict Court and remanded the case to the trial court 
for a new trial. A few weeks ago the plaintiff Salgo 
died, and as under the California law an action of 
this type does not survive to his administrator, the 
litigation is doubtless ended. However, it still leaves 
open and uncharted the ever changing line of de- 
marcation between those medical acts which in them- 
selves create an inference of actionable negligence, 
and those in which negligence must be established 
by positive evidence. 


The afternoon session on Friday was devoted to 
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Libel, Slander and Privacy in Medicine, Legisla- 
tion and Lobbying Practices of State Medical So- 
cieties, and Tax Advantages of Corporations and 
Unincorporated Associations. We were told that in 
certain states physicians may form a corporation 
to practice medicine if the ownership and manage- 
ment of the corporation is in licensed practitioners. 
The Supreme Court of Appeals of Virginia has held 
that a corporation cannot practice law, and if the 
question should arise in our State it would doubt- 
less hold that the same rule applies to the practice 
of medicine. 


We have a tentative promise from A.M.A, that a 
full transcript of the proceedings will be prepared 
and made available to interested persons who have 
the time to read it. If so, it will be another example 
of the splendid service given its members by the 
American Medical Association. 

Perhaps it is not out of place to add that to take 
a trip by air to Chicago, under the tutelage of the 
Executive Secretary who was a splendid pilot for 
six years beforé entering upon his present work, is 
a rare and enjoyable experience. 

Rosert C. Duvat, Jr., Attorney. 


Decreases in Work and Obesity 


Using a standard typewriter instead of an electric 
typewriter could be the difference between staying 
thin and gaining weight. So could the use of a 
standard steering wheel instead of power steering, 
walking instead of driving, playing golf instead of 
gardening, just standing up instead of sitting down, 
and many other “seemingly insignificant differences” 
in daily habits. 

The difference lies in the amount of energy needed 
for each activity, according to an article in the May 
10th Journal of the American Medical Association. 

The basic cause of obesity is an intake of calories 
in excess of the needs of the body. Small increases 
in the amount of food eaten and small decreases in 
the work output of the body—as when a person 
switches to an electric typewriter—can over a period 
of time be responsible for overweight. Dr. Herbert 
Pollack, New York, and C. Frank Consolazio, A. B., 
and Gerhard J. Isaac, A. B., Denver, prepared the 
article for the A.M.A. Council on Foods and Nutri- 
tion. 

Each person has a “basal caloric requirement” 
—the number of calories needed to just stay alive— 
based on his age and the surface area of his body as 
measured in square meters. In addition, the calorie 


expenditure (or cost) per square meter of body sur- 
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face for any activity can be figured. It’s a rather 


complicated procedure, but it has been determined, 
for instance, that there is a difference of almost nine 
calories an hour for each square meter of body sur- 
face between sitting quietly and standing quietly. 
The differences in the calorie expenditure per square 
meter of body surface between lying down, sitting, 
standing quietly, and standing while moving in a 
limited area “do not appear large, but when multi- 
plied by the total minutes during the day, they loom 
large.” 

If an individual fails to reduce his caloric intake 
as he ages and decreases his activity, he will gain 
weight. For instance, this could happen to a typist 
who switches typewriters—over a long period of 
time, of course. A girl who is five feet, three inches 
tall and weighs 120 pounds used 87.7 calories per 
hour typing on a standard typewriter, but only 72.9 
calories with an electric typewriter. For a five-day 
week the saving amounts to 459 calories; in 10 
weeks this can be the equivalent of a pound of body 
weight provided her food intake is constant, the 
authors said. 

“The importance of the calorie expenditure factor 
in the development of moderate obesity in the adult 
should not be minimized.” 
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Miscellaneous . . . 


Principles of Medical Ethics 

This is the fifth of the series of “Principles of 
Medical Ethics”, the first appearing in the February 
issue. Each section will be reviewed, accompanied 
by a detailed explanation from the Judicial Council 
of the American Medical Association. 

SECTION 6 

A physician should not dispose of his services 
under terms or conditions which tend to interfere 
with or impair the free and complete exercise of 
his medical judgment and skill or tend to cause a 
deterioration of the quality of medical care. 


TRADITIONAL CONCEPTS INCLUDED 
WITHIN SECTION 6 

The Judicial Council is of the opinion that Src- 
TION 6 of the Principles of Medical Fthics, 1957, 
embraces the spirit and intent of several sections of 
the 1955 edition of the Principles, including Chap- 
ter VII, Section 2 (Conditions of Medical Practice) ; 
Chapter VII, Section 3 (Contract Practice) ; Chap- 
ter VII, Section 4 (Free Choice of Physician); 
Chapter VII, Section § (Purveyal of Medical Serv- 
ice). These sections are reproduced below as guides 
in the interpretation of SECTION 6. 


Cuapter VII, Section 2 (Conpirions oF MEDICAL 
PRACTICE) 1955 EDITION OF THE PRINCIPLES OF 
Mepicat Eruics: 

A physician should not dispose of his services 
under conditions that make it impossible to render 
adequate service to his patients, except under 
circumstances in which the patients concerned 
might be deprived of 


immediately necessary 


care. 
Cuaptrer VII, Section 3 (ContTRAcCT PRACTICE) 
1955 EDITION OF THE PRINCIPLES OF MEDICAL 

Contract practice as applied to medicine means 
the practice of medicine under an agreement be- 
tween a physician or a group of physicians, as 
principals or agents, and a corporation, organi- 
zation, political subdivision or individual, where- 
by partial or full medical services are provided 
for a group or class of individuals on the basis 
of a fee schedule, or for a salary or for a fixed 
rate per capita, 

Contract practice per se is not unethical. Con- 
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tract practice is unethical if its permits of fea- 


tures or conditions that are declared unethical in 
these Principles of Medical Ethics or if the con- 
tract or any of its provisions causes deterioration 


of the quality of the medical services rendered. 


Cuapter VII, Section 4 (Free CHotce or Pry- 
SICIAN) 1955 EDITION OF THE PRINCIPLES OF MED- 
ICAL ETHICs: 

Free choice of physician is defined as that 
degree of freedom in choosing a physician which 
can be exercised under usual conditions of em- 
ployment between patients and physicians. The 
interjection of a third party who has a valid in- 
terest, or who intervenes between the physician 
and the patient does not per se cause a contract 
to be unethical. A third party has a valid inter- 
est when, by law or volition, the third party as- 
sumes legal responsibility and provides for the 
cost of medical care and indemnity for occupa- 
tional disability. 

CHapTer VII, Section 5 (PURVEYAL OF MEDICAL 
SERVICE) 1955 EDITION OF THE PRINCIPLES OF MeED- 
ICAL ETHIcs: 

A physician should not dispose of his profes- 
sional attainments or services to any hospital, lay 
body, organization, group or individual, by what- 
ever name called, or however organized, under 
terms or conditions which permit exploitation of 
the services of the physician for the financial 
profit of the agency concerned. Such a procedure 
is beneath the dignity of professional practice 
and is harmful alike to the profession of medicine 
and the welfare of the people. 

ANNOTATIONS 
to 
SECTION 6 
OPINIONS AND REPORTS OF THE 
JUDICIAL COUNCIL 
The following are excerpts from Reports and 
Opinions of the Judicial Council which are ap- 
plicable in interpreting SECTION 6. 
PRACTICE OF MEDICINE BY CORPORATIONS 
It was decided long ago that the practice of law 
by a corporation was against public policy and the 
same has been prohibited by law in many states. 
The relations between patient and physician are more 
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intimate than are those between client and attorney. 
It is impossible for that intimacy of relationship to 
exist between an individual and a corperation and 
if it is against public policy for a corporation to 
practice law, how much more so must it be for a 
corporation to practice medicine. (1922 Report) 
HospiItaAL AND HEALTH ASSOCIATIONS 

In previous reports, the Council has referred to 
organizations controlled by groups of laymen, or by 
individuals, offering medical and hospital service 
to any who will buy “membership” and pay a nom- 
inal sum each month as The Judicial 
Council has regarded these schemes as being eco- 
nomically unsound, unethical and inimical to the 
public interest. 


“dues’’. 


The members of the Judicial Council doubt that 
it is wise to lead the people in any community to 
believe that all necessary medical and hospital serv- 
ice, even though chronic diseases and obstetric care 
be excepted, can be provided for the average family 
for $35 a year. (1929 Report) 


PRACTICE OF MEDICINE BY CORPORATIONS 

With regard to the practice of medicine by cor- 
porations, it is the opinion of the Judicial Council, 
that such practice is detrimental to the best interests 
of scientific medicine and of the people themselves. 
When medical service is made impersonal, when the 
humanities of medicine are removed, when the cold- 
ness and automaticity of the machine are substituted 
for the humane interest inherent in individual serv- 
ice and the professional and scientific independence 
of the individual physician, the greatest incentive 
to scientific improvement will be destroyed and the 
public will be poorly served. (1930 Report) 


AVAILABILITY OF MEDICAL SERVICES 

Many forces are pressing for the adoption of new 
methods of medical practice and for changes in the 
relations of physicians, as individuals and as or- 
ganized groups, toward the public and toward in- 
stitutions and organizations, and also for revolution- 
ary changes in the very traditions of the profession 
with respect to the obligations and privileges of 
physicians in their contacts with one another. These 
forces have in some instances been sadly misdirected 
and will result in disaster to medicine and to the 


public. 

The complexities of modern society may make 
it imperative that some changes shall be made, but 
the duty of the organized profession is to see to it 
that any and all proposals for change, from whatever 
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source, shall be scrupulously and deliberately exam- 
ined with the view of determining their ultimate 


Decisions should not be made on the basis 
of feasibility for the immediate present but should 
be made in the light of the experience of the pro- 


value. 


fession, the nature of its service, the imperative need 
for maintaining professionalism and the absolute 
necessity for unhampered scientific advancement, and 
with utmost regard for the best interest of the people. 
(1932 Report) 


ABILITY OF PATIENT TO Pay 

One of the strongest holds of the profession on 
public approbation and support has been the age- 
old professional ideal of medical service to all, 
whether able to pay or not. That ideal is basic in 
The abandonment of that ideal and the 
adoption of a principle of service only when paid 


our ethics. 


for would be the greatest step toward socialized 
medicine which the medical profession could take. 
All our arguments as to better service to the people, 
freedom of choice of doctors would be as naught if 
such service were not available to a vast proportion 


of the people. (1934 Report) 


CONTRACT PRACTICE 

All medical practice is contract practice either 
implied or expressed between the physician and the 
patient if the patient be of legal age, or between the 
physician and the parent or guardian of a minor. 
There is no reason in law or morals why a physi- 
cian should not enter into a contract with an indi- 
vidual, firm or corporation, provided that the contract 
be an honorable one for the performance of any 
honorable act and not interfering with the right of 
others. Lodge practice and the industrial insurance 
work stand out as being distinctly on a different 
basis from the other contracts with economic cor- 
porations. The contracts made between physicians 
and economic corporations are necessities in our pres- 
ent stage of economic development. Surgeons and 
physicians are employed by these corporations partly 
as a matter of self protection—to properly care for 
the accidents occurring in the transaction of their 
business and that they may be well protected against 
unjust damage suits that are likely to occur. Besides 
this self defense of the company there is a growing 
appreciation by large corporations that the better 
the health of their employees is protected the better 
will be the results obtained in their work, and hence 
while it may tend toward benevolent and socialistic 
ideas, it is really a question of economic efficiency. 
Further many lumber and mining camps are widely 
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distant from towns and places where physicians 
would naturally settle and these camps need some 
medical men to care for the men employed. All such 
contracts as these are necessities and should be recog- 
nized as such, the only question arising being the 
details of the contracts and the fairness of the 
remuneration given. If medical men are poorly paid 
and paid below the possibility of a fair living wage, 
they give poor service in return and there is a law 
of diminishing return even in the matter of medical 
services. 

The Judicial Council believes that the remedy 
for the evils associated with contract practice resides 
in the county societies, and that these societies should 
use their influence and power not to condemn the 
physician who must take the contract by ostracizing 
him but to prevent underbidding for these contracts 
below what would give a fair reward for medical 
services rendered. So, too, in the matter of lodge 
practice, the Judicial Council believes it to be the 
duty of the local county societies to endeavor to 
reform and not alone to condemn the abuses of lodge 
practice. Because lodge practice is the expression 
of health insurance it must sooner or later be faced. 
. . . Properly controlled, the lodge practice should 
bring an adequate service to its members and an 
equitable remuneration to the medical man. The 
details, however, are to be left to each locality and 
county society. (1913 Report) 


CONTRACT PRACTICE 

(a) Because of so many inquiries received, the 
following definition, arrived at after very thorough 
consideration, is presented. 

“By the term ‘contract practice’, as applied to 
medicine, is meant the carrying out of an agree- 
ment between a physician or group of physicians 
as principals or agents and a corporation, organ- 
ization or individual, to furnish partial or full 
medical service to a group or class of individuals 
for a definite sum or for a fixed rate per capita.” 
(1926 Report) 

(b) It will be observed that in the definition of 
contract practice submitted to the House in 1926 
no mention is made of the ethics of the practice for 
the reason that contract practice per se is not an 
ethical question, ethics, being concerned with the 
form of the contract and the conditions under which 
it is made. That there are many conditions under 
which contract practice is not legitimate and ethical, 
but in fact the only way in which competent medical 
service can be provided, becomes evident on analy- 
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sis. For instance, where large numbers of workmen 
are employed remote from urban centers, as in some 
mining or logging camps, in such instances efficient 
medical service can be secured only by contracting 
with some competent physician to do the work. Cer- 
tain industrial situations arise wherein large em- 
ployers of labor are compelled by law to provide 
medical services for their employees under certain 
conditions, and this at times can be secured only 
by some form of contract. A community too small 
to offer sufficient inducements to a competent phy- 
sician to locate therein may secure one by some form 
of contract or agreement as to compensation. It is 
perfectly evident, therefore, if we are to judge 
whether a contract is ethical or not, that we must 
know the form and terms of the contract as well as 
the particular circumstances under which it is made. 
As there is such a great variety of contracts, as 
their form and the circumstances under which they 
are made differ so widely, it seems impossible, or 
at least inadvisable, to attempt to define what con- 
stitutes an ethical contract. Each case must be judged 
on its own merits after all the facts pertaining thereto 
are known. There are certain points, however, that 
may be formulated which, when present, definitely 
determine a contract to be unfair or unethical. These 
may be stated as follows: 

1. When the compensation received is inade- 
quate based on the usual fees paid for the same 
kind of service and class of people in the same 
community. 

2. When the compensation is so low as to make 
it impossible for competent service to be rendered. 

3. When there is underbidding by physicians in 
order to secure the contract. 

4. When a reasonable degree of free choice of 
physicians is denied those cared for in a commu- 
nity where other competent physicians are readily 
available. 

5. When there is solicitation of patients directly 
or indirectly. 

In the interpretation of the rules of ethics as 
applied to the practice of medicine: (1) By the 
word “practice” is meant the performance or appli- 
cation of medical knowledge; (2) by “solicitation” 
is meant to seek professional patronage by oral, 
written or printed communications either directly or 
by an agent; (3) by “patient” is meant any person 
ill or otherwise. (1927 Report) 


Practice UNDER CoMPENSATION LAws 


Communications have raised certain questions as 
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to conditions of medical practice under existing com- 
pensation laws. These questions concern those pro- 
visions of such laws which appear to encourage the 
practice of medicine by corporations, to curtail the 
privileges of the individual employee with respect 
to the free choice of his medical attendant, to inter- 
fere with the rights and privileges of physicians not 
connected with corporations, and also to touch on 
matters of ethics. 


The American Medical Association cannot control 
legislation or the administration of law. The com- 
pensation acts of the various states differ widely in 
their provisions effecting the questions mentioned. 
Some of them are manifestly inequitable as they 
affect the practice of medicine and the best interests 
of employees and the public. The remedy must be 
sought at the hands of legislatures in the several 
states, and it would seem to be the responsibility 
of the constituent state association to instigate meas- 
The individual state medical 
association, as it holds original jurisdiction in such 
matters, must consider these questions, deal with 
them in the light of the law, and seek to effect needed 
corrections. (1929 Report) 


ures seeking relief. 


Periopic HEALTH EXAMINATIONS AND VENDING 
MEDICAL SERVICES 


The medical profession is confronted today with 
one of the most important and serious problem that 
it has been called on to meet. Briefly, and in business 
Shall the medical pro- 
fession vend its products directly to the consumer or 
shall it sell them to a middleman or third party? 
This question comes to the attention of the Judicial 
Council by reason of the extensive propaganda that 
is being waged at the present time in regard to 
periodic health examinations. The American Medi- 
cal Association has gone on record through the House 
of Delegates favoring periodic examinations, and 
this Council concurs in the desirability of such ex- 
aminations being made. 


parlance, the question is: 


A number of commercial 
organizations have entered the field and, as middle- 
men, or jobbers, are offering to furnish periodic 
medical examinations to the public generally for a 
stated sum per annum and to send reports of the 
findings to the examined; and some of these organi- 
zations are giving advice to the examined as to what 
they should do for the conditions found. These 
examinations can be made only by physicians; hence, 
these companies are signing up contracts with phy- 
sicians to make examinations and to forward the 
reports directly to the company. The company then 
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pays the physician a definite price and then sells 
the results of the examination to the individual 
examined at a much higher price. In other words, 
these companies acting as jobbers buy the physician’s 
services at one price and sell them to the public at 
another, 

When a physician signs a contract with a com- 
mercial organization to make physical examinations 
of all persons sent to him by the organization for 
a price set by the organization, aud allows that or- 
ganization to make its own charge to the individuals 
examined for the services rendered by the physician, 
the physician is selling his independence to the 
jobber. 

One institution claims that the work which it is 
doing is of great value to the physician, at least to 
those physicians who have signed contracts to market 
their products through the company. It is stated: 
“It must be conceded that we are giving a powerful 
impulse to the development of the general practi- 
tioner, not only in the matter of encouraging the 
people to consult him but in stimulating him to 
broaden his diagnostic work and adjust himself to 
this ever-increasing public demand for preclinical 
service.” There are several things stated in this sen- 
tence which deserve attention. It is stated that “it 
must be conceded that we (the institution) are giving 
a powerful impulse to the development of the gen- 
eral practitioner”. Is it conceded by the profession 
that it was necessary for a commercial institution 
to enter the field of medicine to buy and sell the 
product of the physician’s brains in order to stim- 
ulate the development of the physician? Is it con- 
ceded that making examinations for a commercial 
organization for $5 each, which the company imme- 
diately sells to the examined for four times that 
amount, is a powerful impulse to the development 
of the physician’s ability? Does it stimulate the 
diagnostic work of the physician to have that work 
bought by a jobber at one price and immediately 
resold to the consumer at much higher price? Is 
there such a revolution taking place in the practice 
of medicine by its commercialization by stock com- 
panies, organized for profit, that it is necessary for 
the physician to readjust himself to the new order 
of things? If these things are true, it is certainly 
time for the profession to rouse itself from its slum- 
ber of inertia before it is shorn of its strength by the 
Delilah of commercialism. This is not a case of the 
good of the public versus the good of the profession. 
If it were, there would be no question at issue, for 


the profession always has and always will yield its 
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own interest to that of the public good; but it is a 
case in which the public good can be best served only 
by what is best for the profession. 

Individualism in the practice of medicine is essen- 
tial to success if one has in mind the interest of the 
patient and the encouragement of medical progress. 
The relation between the patient and the physician 
is an individual matter, and anything that disturbs 
this relationship is detrimental to the best interests 
of the patient. We cannot help but feel that the service 
of periodic health examinations, as conducted by 
commercial institutions, must inevitably result in 
the undermining of the confidence of the people in 
the ability of the practitioner. 

While it is true that periodical health examina- 
tions are often of value and are to be recommended 
in a general way, we are inclined to regard the in- 
discriminate communication of the results of such 
examinations to the examined in the form of the 
statements that are commonly made by these organ- 
izations as unwise and often injurious to the individ- 
ual who applies for examination. No organization 
is medically qualified or, in our opinion, justified 
in issuing to individuals applying for examination a 
routine statement of the results of the examination. 

We believe that enough has been said to show the 
importance of the subject, and feel that it is incum- 
bent on this body to devise ways and means of 
setting the public aright on the question of periodic 
health examinations, and to convince the people that 
the proper person to make such examinations and 
to give advice relative thereto is the family physician, 
aided, when necessary, by local specialists. (1924 


Report) 


Pertopic HEALTH EXAMINATIONS BY LAY ORGANI- 
ZATIONS 

The Judicial Council desires to express again its 
firm conviction that the benefits of scientific medi- 
cine cannot be adequately delivered to the individual 
through the medium of a third party, and that the 
communication of results of physical examination 
and the general advice with which it should be asso- 
ciated should go directly from the individual phy- 
sician to his patients. The relation between the 
patient and the physician is an individual matter, 
and anything that disturbs this relationship is detri- 
mental to the best interests of the patient. (1925 


Report) 


HeALTH ASSOCIATIONS 
Communications have been received concerning 
the ethics involved in the organization and operation 
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of so-called health associations or hospital associa- 
tions which, through paid solicitors or otherwise, 
solicit members. These ‘‘members” are, of course, 
prospective patients. The general plan being used 
by these groups embraces the payment of nominal 
membership dues, for which medical and surgical 
services, are promised when needed. The Judicial 
Council is of the opinion that in some instances 
promises are made that cannot be carried out because 
it is utterly impossible for adequate medical service, 
to say nothing of surgical and hospital service, to be 
delivered for the sum realized through the collection 
of nominal membership dues. It goes without saying 
that for any organization of any kind to offer for 
an agreed stipend more than the reasonable worth 
of that which is offered is wrong in principle and 
physicians should guard themselves against being 
connected with such organizations. 

It has also come to the attention of the Judicial 
Council that lay groups have in some instances 
organized or have sought to organize their members 
into so-called health associations. Their purpose, as 
frankly stated, is to secure a reduction in the cost 
of medical, surgical and hospital service to their 
members. So far as such organizations may be ac- 
tuated by motives designed to reduce the cost of 
medical service to themselves below a sum at which 
adequate service can be rendered by competent phy- 
sicians, they are, of course, based on misconception 
and will bring about results disastrous to their own 
members. The Judicial Council, does not believe 
that the reputable medical profession as such can 
be justly accused of imposition and extortion. The 
cost of medical service has undoubtedly increased, 
but it is believed that this increase has not been by 
any means proportionately as great as the increased 
cost of living commodities, or of labor, or of services 
rendered by the members of other professions. The 
individual physician who drags pure commercialism 
into the practice of medicine or who extorts undue 
fees from his patients brings reproach on the whole 
profession and should receive the censure that is 
due him; likewise, he who furnishes medical service 
to groups at rates below a fair value of the services 
rendered. The honest and competent physician who 
is interested in maintaining honored traditions and 
who is in the practice of medicine as a profession 
should receive such compensation for his services 
as will enable him to maintain himself and his 
family in comfort and to make provision against 
the time when he cannot keep up professional activi- 
ties. (1926 and 1931 Reports) 
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Hospitat PRIVILEGE TAx 


It has been brought to the attention of the Judicial 
Council that some hospitals have adopted rules 
whereby attending staff physicians are prohibited, 
under certain conditions, from accepting fees for 
professional services, though charges for such serv- 
ices are made and fees are collected and appropri- 
ated to their own use by these hospitals. In one 
instance, members of a hospital staff were prohibited 
from the collection of fees for services rendered to 
certain ward patients, who were required to pay for 
hospital accommodations and to pay for service 
rendered by members of its staff, the hospital retain- 
ing all money collected for its own use. The Ju- 
dicial Council gave its opinion to the effect that such 
procedure on the part of a hospital is unethical. 
(1929 Report) 


PuRVEYAL OF MEDICAL SERVICE TO DtrEcT PROFIT 
or Lay Group 


The privilege of healing the sick as a profession 
is a right granted only to those properly qualified 
and licensed by the state. It is a privilege belonging 
only to the medical profession. It is a sacrifice of 
professional dignity that this exclusive right of med- 
icine is so often sold for individual gain or its pos- 
sessor deprived of it against his will. In increasing 
numbers, physicians are disposing of their profes- 
sional attainments to lay organizations under terms 
which permit a direct profit from the fees or salaries 
paid for their services to accrue to the lay bodies 
employing them. Such a procedure is absolutely 
destructive of that personal responsibility and rela- 
tionship which is essential to the best interests of 
the patient. 


Outstanding examples of this type of unearned 
gain are not difficult to find. There are insurance 
companies administering workmen’s compensation 
benefits wherein the salaries or fees paid to the phy- 
sician by the insurance company are so much below 
the legal fees on which the premium paid by the 
industry is based as to furnish a large direct profit 
to the insurance company. Certain hospitals are for- 
bidding their staffs of physicians to charge fees for 
their professional services to “house cases” but are 
themselves collecting such fees and absorbing them 
in hospital income. Some universities, by employing 
full time hospital staffs and opening their doors to 
the general public, charging such fees for the pro- 
fessional care of the patients as to net the univer- 
sity no small profit, are in direct and unethical 
competition with the profession at large and their 
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own graduates. They are making a direct profit by 
a practice of questionable legality, from the profes- 
sional care. (1932 Report) 


HosprtaL INsuRANCE SHOULD Nor INCLUDE THE 
SALE OF MEDICAL SERVICES 

Whether the scheme (group hospitalization in- 
surance) is or is not financially or economically 
sound is not the problem of our organization, but is 
our business to see that the furnishing of medical 
service is not included in the sale of insured hospital 
accommodations. This can be done if a strong stand 
is taken and maintained by the organized medical 
profession, which must keep a watchful eye to see 
that medical care is not initially or later included 
when the usual sales efforts demand increased bene- 
fits to purchasers. Various hospitals are invading 
the field of the practice of medicine, sometimes at 
and sometimes against the desire of the members of 
our profession involved in such instances. It would 
seem that in this time of extensive changes in hos- 
pital economics the point has arrived at which 
further marriages between hospitals and staff phy- 
sicians that make the doctor of medicine the servant 
of the hospital should be stopped and a series of 
attempts at divorce among marriages that have al- 
ready taken place should be instituted. (1936 Re- 


port) 


ANESTHESIA A MEDICAL SERVICE 

We emphasize our insistence that anesthesia is 
a medical service and therefore should always be 
under the direction and supervision of a physician 
who assumes the responsibility and who should pre- 
sent his bill for services. No hospital or individual 
without a license to practice medicine should be 
permitted to collect the fee for anesthesia. (1948 
Report) 


FINANCIAL ARRANGEMENTS AND ErHiIcaL Conpuct 

The Council has repeatedly stated that the ac- 
ceptance of a salary by a physician does not of itself 
constitute unethical conduct. 

If in a given situation, a physician disposes of his 
professional services under terms which permit ex- 
ploitation, his conduct is unethical. Knowledge of 
the facts, however, may reveal that there is no ex- 
ploitation; that there is not an unethical division of 
fees; that there is not a denial of free choice of 
physician as defined by the Principles or that the 
arrangement does not cause a deterioration of the 
quality of medical services. 

Solutions of controversies relating to financial 
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arrangements can best be effected at the local level. 
(1953 Report) 


FREE CHOICE OF PHYSICIAN 


(a) The Judicial Council calls attention to the 
third point of the Ten Principles adopted in Cleve- 
land in 1934 which defines “free choice of physi- 
cian”. This the Council interprets to mean not only 
the patient’s right to choose any physician desired 
but also, conversely, the physician’s right to accept 
or reject any patient requesting his services under 
the plan. It also expressly requires that any quali- 
fied, licensed physician residing in the area in which 
the plan operates be allowed to participate. Thus 
we see that to be a participating doctor in a volun- 
tary plan it is not necessary for one to be a member 
of the American Medical Association. It is, how- 
ever, necessary for him to accept and obey the terms 
of the contract offered by the plan, and on violation 
of the terms he may be dropped from the rolls, if 
the violation seems sufficiently grave for such action. 
It is needless for us to remind members that any 
violation of this provision would indeed deprive the 
public of the choice of a great many physicians. As 
the voluntary plans are intended to cover and supply 
sufficient medical care of a high quality for the whole 
country, with no feature of a compulsory system, it 
is necessary that the principle be strictly observed. 
However, it is tacitly understood that any contact 


between an approved voluntary medical plan and 


Traffic 


In 1957, 1330 Americans were killed in train-car 
crashes. 

53,000 Americans were injured in car-bicycle 
mishaps in 1957. 

A total of 38,700 Americans were killed in 1957 
traffic accidents. 

In 1957, 2,525,000 Americans were injured in 
traffic accidents. 

Speeding was blamed for 13,200 deaths on U.S. 
highways in 1957, 

In 1957, 7,500 pedestrians were killed by autos 
in the U.S, 

Jaywalking was costly in the U.S. last year 
2,600 were killed. 

More than 95 per cent of vehicles involved in fatal 
accidents on U.S. highways in 1957 were in ap- 
parently good condition. 


Bad driving conditions prevailed in less than 15 
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a doctor includes an understanding that the ethics 
of the American Medical Association will not be 
violated. These basic points also require that the 
medical profession determine the adequacy and char- 
acter of the hospitals. All hospitals approved by the 
local physicians and willing to accept the terms of 
the plan should be allowed to participate. In order 
that a high standard of medical service be main- 
tained, hospitals may limit somewhat the number of 
physicians who deliver medical service in their insti- 
tutions and even assign a physician to certain definite 
fields in accordance with his training and experience. 
The widest possible use of hospitals approved by 
the local professional should be encouraged in order 
not to limit the number of doctors made available 
for the plan. Under no circumstances shall doctors 
working under this plan be forced to send patients 
to a particular hospital unless it is the only one 
approved in that area. (1947 Report) 

(b) The phrase “free choice” of physician is 
more and more frequently used and there is a gen- 
eral understanding of what the phrase means. Ac- 
tually no person can have an absolutely free choice 
for many reasons, and if his freedom of choice is 
not absolute then it is not free but limited. Chapter 
II, Section 3 of the Principles [1955 edition] states: 
“A physician is free to choose whom he will serve.” 
Therefore the physician whom the patient chooses 
may decline to serve when he is chosen, or the chosen 
physician may be unavailable for many reasons. 
(1937 Report) 


Safety 


per cent of the fatal highway accidents in the U.S. 
in 1957. 

More than 21 per cent of 1957 U.S. highway 
deaths occurred on Saturdays. 

Week-ends are the most dangerous time to be on 
U.S. highways. In 1957, more than 55 per cent of 
all fatalities occurred on Fridays, Saturdays and 
Sundays. 

During 1957, there were 1,300 fewer highway 
traffic fatalities than in the previous year. 

Nearly 27 per cent of U.S. drivers involved in 
1957 traffic fatalities were under 25 years of age. 

Passenger cars were involved in over 78 per cent 
of all U.S. traffic fatalities in 1957 and in 86 per 
cent of traffic injuries. 


In 1957, there were over 370 persons killed while 
crossing at an intersection with signal. Remember, 
cross cautiously. 
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Woman’ Auxiliary.... 


President________ 
President-Elect__- 
Vice-Presidents__ 


Mrs. JoHN R. St. GeorGe, Portsmouth 
_.Mrs. A. EAsLey, Danville 
_.Mrs. Girarp THompson, Chatham 
Mrs. Georce Brooks, Richmond 
Mars. Ropert Detwiter, Arlington 
Recording Secretary Mrs. JAMES GRINELS, Richmond 
Corresponding Secretary__Mrs. Howarp Krucer, Norfolk 
Treasurer__._.Mrs. WyNDHAM B. BLANTON, JR., Richmond 
Publication Chairman Mrs. PAuL Pearson, Warsaw 


Home Preparedness Workshop. 


The Home Preparedness Workshop presented by 
the Woman’s Auxiliary to The Medical Society of 
Virginia in Norfolk on April 29th and 30th was 
well attended by representatives from many of the 
auxiliaries through the State. It was very enthu- 
siastically received. 


Virginia’s Survival Plan. Mr. F. J. Nicholson, Mrs. W. 

Clayton Lytle, Mrs. J. R. St. George, and Mrs. H. Fred- 

erick Stephens. Mr. Nicholson is discussing the Civil 
Defense Map. 


Mrs. Frank A. DeLaura, Civil Defense Chairman 
for the State Auxiliary is to be commended for her 
tireless efforts, which have proven what dedicated 
women doctors’ wives in Virginia are to community 
leadership and the welfare of our people. Not only 
are the delegates who attended the Workshop de- 
termined to take the information back to their local 
auxiliaries, but they are also willing to cooperate 
with their local Civil Defense Coordinators or City 
Managers, in informing the hometown folks how 
important it is to begin at home. 


One of the first admonitions Mrs. Lytle, the Re- 
gional FCDA Director of Women’s Activities, passed 
on to the women was the fact that “All families will 
be expected to live for two weeks on the stockpile 
which should be in every home”. “Grandma’s Pan- 
try” has become a necessity again. In Grandma’s 
Day, Mother was prepared for any emergency, To- 
day, modern housewives depend on the neighborhood 
grocery and other modern conveniences. In case of 
foreign attack or natural disaster, the grocery might 
be closed by order of the government to prevent loot- 
ing, because of radiation, or because food trucks 
might not be able to get through to provide the neces- 
sary supplies. If we do nothing more than convince 
the housewives of Virginia of the importance of 
“Being Prepared”, we will have served our aom- 
munities well and saved much suffering and incon- 
venience. 

Mrs. Lytle was a most inspiring director. She met 
with the planning committee in March, flying to 
Norfolk from Wilmington, Delaware. Under her 
guidance the committee, composed of Mr. F. J. Nich- 
olson, local deputy Civil Defense Coordinator, Miss 
Blair Stewart, Chief, Civil Defense Nursing Serv- 
ices, Mrs. Eloise C. Bull, Director of Nursing Serv- 
ice, Norfolk Chapter, American Red Cross, Mr. Paul 
D. Jackson, Director, Safety Services & Disaster, 
Norfolk Chapter, American Red Cross, Dr. Meyer 
I. Krischer, Chairman, Disaster Coordinating Com- 
mittee, Norfolk County Medical Society, Dr. G. B. 
Tayloe, City Health Department, Captain W. T. 
Thorn and Chief W. R. McCullin, Norfolk City 
Fire Department, Mrs. J. R. St. George, President, 
Woman’s Auxiliary to The Medical Society of Vir- 
ginia, Mrs. William O. Winston, Chairman Civil 
Defense, Woman’s Auxiliary to the Portsmouth 
Academy of Medicine, Mrs. Robert Thrasher, Chair- 
man Civil Defense, Woman’s Auxiliary to the Nor- 
folk County Medical Society, Mrs. Byron T. Eberly, 
President-elect Woman’s Auxiliary to the Portsmouth 
Academy of Medicine, and Director for the skits, 
and Mrs. Frank A. DeLaura, Chairman Civil De- 
fense, prepared a tentative program, which was sent 
to the 22 auxiliaries in the State. The State presi- 


dent and president-elect visited a great number of 
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these auxiliaries between the time of the planning 
meeting and the actual workshop and explained the 
agenda in detail. Genuine interest was evident on 
each occasion. 


The doctors’ wives are aware that they will have 
the responsibility of the home and family in time 
of disaster. It is necessary that they know something 
of home nursing, first-aid, firefighting and sanita- 
tion. Virginia is a vital area in our country’s defense 
and the physicians of Virginia have their work cut 
out and their posts assigned. I am sure they can go 
to those assignments, if the need ever arises, with a 
sense of satisfaction, knowing that their wives have 
prepared themselves and the family in advance. 


Mrs. H. Frederick Stephens, of Barrington, Rhode 
Island, Eastern Regional Chairman Civil Defense, 
Woman’s Auxiliary to the American Medical Asso- 
ciation, was present for the two-day workshop. It 
was at her suggestion that Mrs. DeLaura presented 
the project to the Virginia Auxiliary. Mrs. Stephens 
and Mrs. Lytle both felt that “Home Preparedness” 
was the course most needed. Certificates were 
awarded to those who attended the two full days. 


This project was financed for the most part by 
the Civil Defense and the City of Norfolk. The 
Civil Defense Rescue Truck was exhibited and Mass 
Feeding was demonstrated by the Emergency Wel- 
fare Service. A Field Kitchen was set up showing 
how five hundred people could be served, stressing 
sanitation. Each person being served took his own 
utensils from a rack, dipped them in a vat of boiling 
water, was taught how to hold the utensils, passed 
down an assembly line, where food had been pre- 
pared without being touched by hands. After eating 
sandwiches, holding them in the paper in which thev 
were wrapped so our own hands would not con- 
taminate our food, we disposed of our own garbage 
in prepared receptacles and washed our own dishes 
with a stiff brush in boiling water and detergents 
in the first two vats and rinse in the third. Latrines 
were set up at proper distance from food handling. 
Water was purified in canvas bags hanging from 
tripods. The participants in the workshop received 
a new experience and much information about mass 


feeding, realizing that “It can happen here”. 

The two days were packed so full of learning and 
doing that the Woman’s Auxiliary feels duly proud 
of this excellent workshop and expect to present 
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the report as its project at the A.M.A. Convention 
in San Francisco in June. 


The workshop included: A film “To Live To- 
morrow”—What to Do When the Signals Sound by 
Mrs. Wilfreda J. Lytle, Director, Women’s Activi- 
ties, FCDA, Region 2, Olney, Md.; Virginia’s Sur- 
vival Plan—Film “The Day Called X” by John R. 
Matthews, Jr., Project Manager, Virginia Opera- 
tional Survival Plan; Home Care of the Sick and 
Injured by Mrs. Eloise C. Bull, Director of Nursing 
Service, Norfolk Chapter, American Red Cross; 
Emergency Action to Save Lives—Practice First 
Aid by Mr. Paul D. Jackson, Director, Safety Serv- 
ices and Disaster, Norfolk Chapter, American Red 
Cross; Defense Against Radiation—Demonstration 
of Geiger Counter by Dr. Meyer I. Krischer, Chair- 
man, Disaster Coordinating Committee, Norfolk 
County Medical Society; Demonstration of the Use 
of the Manikin for Disaster Training by Miss Blair 
Lee Stewart, Chief, Civil Defense Nursing Services, 
Norfolk Civil Defense; Home Fire Prevention by 
Captain W. T. Thorn, Norfolk Fire Prevention 
Bureau; Firefighting for Householders by Deputy 


Demonstration of the Use of the Manikin for Disaster 
Training. 


Chief K. W. Sykes, Norfolk Fire Division; Rescue 
Demonstration by Deputy Chief C. R. King, Norfolk 
Fire Division; Safe Food and Water Demonstration, 
water purification; exhibit of pantry supplies, first 
aid kits, etc., by Mrs. Lytle and Mrs. DeLaura; and 
Emergency Sanitation by G. D. Monola, Superin- 
tendent, Division of Sanitation, City of Norfolk, 
Department of Public Health. 


Louise W. Sr. Grorce (Mrs. J. R.) 


President 
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Feditorial.... 


The Gastric Ulcer Problem 


HE PROPER MANAGEMENT of the gastric ulcer has been extensively dis- 
cussed in panels, dissertations, and “bull sessions” at medical meetings for many 
years. Most physicians have fixed ideas on the subject which they change with difficulty. 
On one side are a group of physicians, mostly surgeons, who feel that the minute 

a gastric ulcer has been diagnosed, surgery is indicated. The rationale behind this 
thinking is that no matter how many diagnostic procedures are performed, absolute 


accuracy in diagnosis cannot be obtained other than by careful microscopic study. 
We know that both benign ulcers and gastric carcinomas occur in both sexes, in all 
ages, and in all locations in the stomach. The size of the ulcer is of little help, as both 
large and small benign ulcers, and large and small malignant ulcers occur. Radiolo- 
gists are unable to determine with complete accuracy which lesions are benign and 
which are malignant, although they do have various criteria which suggest benignancy 
or malignancy. Gastroscopic examination is of great help in many cases, but there 
are blind areas in the stomach, and even if good visualization of the lesion is obtained, 
accuracy of the diagnosis leaves much to be desired. Papanicolaou smears with either 
gastric washings or balloon abrasive techniques are quite helpful in certain cases, but 
a negative report does not rule out malignancy. In my own experience, I have made 
inaccurate diagnoses in many cases with the lesion in my hand at operation. So have 
competent pathologists when the specimen is examined grossly. The plea for prompt 
removal of all gastric ulcers is based on the feeling that the percentage cure of gastric 
carcinoma cannot be increased by more radical surgery but only by earlier diagnosis. 
With earlier surgery, five-year survivals without evidence of recurrence have risen 
from under 5% to around 15% to 20%—an appreciable saving. 

On the other side are those physicians, mostly internists, who feel that a delay of 
several months for diagnosis and treatment is fraught with little danger and that a 
great many unnecessary operations can thereby be prevented. If every diagnostic pro- 
cedure available is used in these cases, the percentage of accuracy of diagnosis can 


be definitely increased. Not only should thorough radiological stvdies be made by a 


capable radiologist, but gastroscopic studies, Papanicolaou smears, gastric analyses 
and clinical observation under treatment should all be performed. Surgery, they state, 
should be resorted to only in those cases in which a diagnosis of carcinoma can definitely 
be made. All others can be treated medically, these physicians say. They feel that 
an operative mortality rate of 2% or 3% will be saved in the great majority of cases. 
In addition, the morbidity in all these patients will be lessened, and the end result 
from a nutritional standpoint will be improved. 

The following criteria should at present be considered indications for surgery: 
1. any gastric ulcer which the radiologist or gastroscopist suspects is malignant; 2. gas- 
tric ulcers in the presence of achlorhydria; 3. positive or equivocal findings on Papanic- 
olaou smears; 4. any gastric ulcer that does not show signs of healing at the end of 
two weeks’ treatment and does not show complete healing at the end of four weeks’ 
treatment; 5. persistence of evidence of gastrointestinal bleeding with a known gastric 
ulcer; 6. recurrent gastric ulcers. 

It is important for all of us to remember that gastric carcinoma frequently improves 
on ulcer therapy. Studies should be continued for at least six months after every gastric 
ulcer has completely healed. If there is reappearance of the ulcer, immediate gastric 
surgery is indicated. 

Hucu H. Trout, Jr., M.D. 
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Society Proceedings .... 


Virginia Academy of General Practice. 

Dr. W. Linwood Ball, Richmond, was installed 
as president of the Academy at its annual meeting 
at Virginia Beach, May 8-11. Dr. Fletcher J. Wright, 
Jr., Petersburg, was named president-elect. Drs. R. 
G. McAllister and William A. Young, both of Rich- 
mond, were re-elected secretary and treasurer, re- 
spectively. Drs. Cecil B. Dixon, South Boston; 
Frank D. Daniel, Charlottesville, and Richard C. 
Reed, Norfolk, were named directors. 

Dr. Malcolm Harris, West Point, is the retiring 
president. Dr. Harry M. Frieden, Norfolk, was 
general chairman for the meeting and Dr. James L. 
Hamner, Mannboro, program chairman, 


Virginia Society of Opthalmology and Oto- 
laryngology. 

At the meeting of this Society, held in Richmond, 
May 2-3, the following officers were elected: Presi- 
dent, Dr. Calvin T. Burton, Roanoke; president- 
elect, Dr. Maynard P. Smith, Richmond; vice-presi- 
dent, Dr. William C. Anderson, Winchester; and 
secretary-treasurer, Dr. Marion K. Humphries, Char- 
lottesville. Members of the Executive Council are 
Drs. Howard L. Mitchell, Lexington; L. Benjamin 
Shepperd, Emanuel U. Wallerstein, 
Richmond; James W. Phillips, Newport News; Por- 
ter B. Echols, Lynchburg; Mason Smith, Richmond; 
and Peter N. Pastore, Richmond. 


Richmond; 


The next annual meeting will be held in Char- 
lottesville in May of 1959. 


The Virginia Society of Internal Medicine. 
Seventy-six members of the Virginia Section of 
the American College of Physicians, meeting in 


Nens Notes.... 


New Members. 
The following new members have been admitted 
into The Medical Society of Virginia since the list 
published in the June issue of the Monthly: 
Harry Shore Abram, M.D., Charlottesville 
William Glenn Allen, Jr., M.D., Richmond 
Nuzhet O. Atuk, M.D., Charlottesville 
David Simpson Borland, M.D., Richmond 
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Richmond March Ist, voted to organize a state so- 


ciety of internists. The Virginia Society of Internal 
Medicine was accordingly formed, composed of in- 
ternists who are members of the American College 
ot Physicians, and the original roster contained the 
names of the seventy-six specialists. This Society 
was accepted into the federation of the American 
Society of Internal Medicine at its meeting in At- 
lantic City on April 27th. 

An active member, according to the By-Laws, will 
be a fellow or associate of the American College of 
Physicians, a holder of certificate of the American 
Board of Internal Medicine or equivalent examin- 
ing board, or in exceptional ‘circumstances a phy- 
sician who is recognized in his community and in 
this State by his training, experience, and ethical 
qualities to be a specialist in Internal Medicine. 

Officers of the newly formed Society are: Presi- 
dent, Dr. M. M. Pinckney, Richmond; vice-presi- 
dent, Dr. J. Franklin Waddill, Norfolk; and secre- 
tary-treasurer, Dr. Thomas N. Hunnicutt, Newport 
News. 
Committee is composed of Drs. George L. Craddock, 
Lynchburg; Reverdy Jones, Roanoke; and James L. 


Moss, Alexandria. 


In addition to the officers, the Executive 


Richmond Academy of Medicine. 

At the meeting of the Academy on May 13th, Dr. 
W. Alexander Law, The London Hospital, London, 
England, was guest speaker. His subject was Spinal 
Osteotomy. Dr. Law is one of England’s noted 
young orthopedic surgeons and he trained in Boston 
under Dr. M. N. Smith Peterson. 


Thomas Phillip Caine, Jr., M.D., Warwick 
Ben Lake Critzer, M.D., Portsmouth 
Sandidge Evans, M.D., Hampton 

Louis Henry Keffer, Jr., M.D., Warwick 
William L. Kraus, M.D., Denbigh 


William Watkins Martin, Jr., M.D., Richmond 
Jason Eugene McClellan, M.D., Newport News 
Patrick O’Connell, M.D., Winchester 
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James William Phillips, M.D., Newport News 
August John Podboy, M.D., Lynchburg 
Herman David Stevens, M.D., Newport News 
Ian Pretyman Stevenson, M.D., Charlottesville 
Arthur Lorwin Thiele, M.D., Charlottesville 
Pendleton Emmett Thomas, III, M.D., Richmond 
Marion Crockett Waddell, M.D., Richmond 
Gerald Albert Williams, M.D., Charlottesville 
William H. Young, Jr., M.D., Alexandria 
John Elmer Zearfoss, Jr., M.D., Alexandria 


Dr. Sutton Resigns. 

Dr. Lee E. Sutton, Jr., has resigned as chairman 
of the department of pediatrics of the Medical Col- 
lege of Virginia. He will remain with the depart- 
ment as a professor. 

Dr. Carolyn Moore McCue has been named in- 
terim chairman until a permanent chairman is ap- 
pointed. She had been promoted from assistant to 


associate professor. 


Dr. Walter B. Martin, 

Norfolk, has been made a master in the American 
College of Physicians. There are less than thirty 
physicians holding masterships and to be selected 
is a very great honor. 


Mr. Loranz Again Honored. 

Mr. C. P. Loranz, Professional Relations Coun- 
selor of the Southern Medical Association, has been 
awarded the Honorary Degree of Doctor of Science 
from Erskine College in Due West, South Carolina. 


Dr. John D. Hamner, Jr., 

Has been promoted to regional director of local 
services of the State Health Department. He has 
recently served as director of the Caroline-Hanover- 
King William health district. Dr. Hamner will give 
advisory services to health directors and health de- 
partment personnel in the northern section of the 
State. He will have the responsibility for the follow- 
ing local health district: Albemarle-Charlottesville, 
Alleghany-Bath-Highland-Covington; Amherst-Nel- 
son, Arlington, Augusta-Staunton-Waynesboro, Bote- 
tourt-Rockbridge-Loudoun-Winchester, Culpeper- 
Greene-Madison-Orange, Fairfax-Falls Church, Fau- 
quier-Prince William, Fluvanna-Goochland-Louisa, 
Henrico, Page-Rappahannock-Shenandoah-Warren, 
and Rockingham-Harrisonburg. 


Dr. Stanley P. Mayers, Jr., 


Has been named to the newly created position of 
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Regional Director of the Division of Local Health 
Services of the State Department of Health. He will 
be responsible for health services in Fredericksburg 
and the counties of Stafford, Spotsylvania, Caroline, 
Hanover, King George, King William, King and 
Queen, Mathews, Gloucester, Essex, Middlesex, Rich- 
mond, Westmoreland, Lancaster and Northumber- 
land. Dr. Mayers will coordinate all types of in- 
service training for professional personnel within the 
entire State Health Department. 

Dr. Mayers has served in Arlington County pub- 
lic health and as director of the Patrick-Henry- 
Martinsville health district. For the past year, he 
has been attending the school of public health of 
Johns Hopkins University. He will make his head- 
quarters in Richmond. 


Other Changes in the State Health Depart- 
ment. 

Dr. R. H. Butler has assumed the duties of Di- 
rector of the Amherst-Nelson Health District. 

Dr. William A. Cobain has assumed the duties of 
Director of the Patrick-Henry-Martinsville Health 
District. 

Effective July Ist, Dr. R. W. Moseley was trans- 
ferred from the Carroll-Grayson-Galax Health Dis- 
trict to the Caroline-Hanover-King William District. 
Until a replacement is made, Dr. James M. Suter 
will serve as Acting Director. 

Dr. Esther G. Fagan has completed the M.P.H. 
degree at Columbia and has returned to her previous 
district of Alleghany-Bath-Highland-Covington. 

Dr. L. O. Fears, Jr., has completed the M.P.H. 
degree at Hopkins and has returned to his former 
district of Page-Rappahannock-Shenandoah-Warren. 

Dr. F. J. Spencer has completed the M.P.H. de- 
gree at Harvard and has returned to the King George- 
Spotsylvania-Stafford-Fredericksburg District. 

Dr. Derek Robinson is Director rather than Acting 
Director of the Buchanan-Tazewell Health District. 


Dr. Apperly to Retire. 

Dr. Frank Longstaff Apperly, head of the depart- 
ment of pathology of the Medical College of Vir- 
ginia, will retire July 1st after 27 classes of medical 
students. He came to the College when most of it 
was a lot “covered with billy goats, broken bottles, 
tin cans and weeds.” In their place he has left a 
museum and an indelible imprint on the minds of 
hundreds of medical students. 


Dr. Apperly plans to spend his retirement in travel, 
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particularly in France where he will study French 
history. 


Dr. J. Asa Shield, 
Richmond, was recently elected executive vice pres- 
ident of the Virginia Museum of Fine Arts. 


Dr. Pendleton Honored. 

Louisa County recently said “Happy Birthday” to 
Dr. E. Barbour Pendleton, the county’s oldest prac- 
ticing physician who is beginning his second half 
century of medical practice. He celebrated his sev- 
enty-third birthday on June Ist and 600 people gath- 
ered to do him honor. Dr. Pendleton was presented 
with a gold vase and next fall there will be a road- 
side planting of shrubs, trees and flowers, with a 
marker in his honor, near Cuckoo where the doctor 


practices. 


Dr. Benjamin W. Rawles, Jr., 
Has been elected a vice-president of the Richmond 
Area Association for Retarded Children. 


Dr. Joseph E. Barrett, 

Superintendent of Eastern State Hospital, Wil- 
liamsburg, was recently presented with an honorary, 
gold membership pin by the Virginia Association for 
Mental Health. This is the first such pin presented 
by the State group and the citation noted Dr. Bar- 
rett's “long years of continuing sympathetic interest 
and unselfish service’. 


Dr. Wyndham B. Blanton, Jr., 

Richmond, has been appointed assistant dean of 
the School of Medicine of the Medical College of 
Virginia. In the new part-time post, he will head 
an intensive study of the curriculum of the school. 


Watts Hospital Symposium. 

The sixteenth annual Watts Hospital Symposium 
will be held on February 11 and 12, 1959, in Dur- 
ham, North Carolina. 


Dr. George S. Grier, III, 

Newport News, has been elected president of the 
Virginia Heart Association. He is a past president 
of the Peninsula Heart Association. 


American College of Obstetricians and Gyne- 
cologists. 


Dr. Waverly R. Payne, Newport News, has been 
| 
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named as Virginia Chairman of the College, with 
Dr. Eugene S. Groseclose, Lynchburg, vice-chair- 
man. 


Lynchburg General Hospital Day. 

More than 100 doctors of Lynchburg and neigh- 
boring counties were guest of the administration and 
medical staff of the Lynchburg General Hospital 
for the first annual “Lynchburg General Hospital 
Day” on May 14th. Dr. David H. Hume, Medical 
College of Virginia, was guest speaker for the evening 
session, his subject being Treatment of Upper Gas- 
trointestinal Hemorrhage. 


Investigatorship Awards. 

The Arthritis and Rheumatism Foundation offers 
predoctoral, postdoctoral and senior investigatorship 
awards in the fundamental sciences related to arthri- 
tis for work beginning July 1, 1959. Deadline for 
applications is October 31, 1958. 

These awards are intended as fellowships to ad- 
vance the training of young men and women of 
promise for an investigative or teaching career. They 
are not in the nature of a grant-in-aid in support 
of a research project. 

For further information and application forms, 
address the Medical Director, Arthritis and Rheu- 
matism Foundation, 10 Columbus Circle, New York 
19, N. Y. 


Location Wanted. 

Dermatologist, Virginia license, available 1959, 
seeks opportunity to locate in Virginia. Write #450, 
care the Monthly, P. O. Box 5085, Richmond 20, 
Va. (Adv.) 


Doctor’s Suite Available 

In medical building at very busy, large apartment 
community of 10,000—with immediate surrounding 
area of 20,000 more. Three rooms and bath. This 
is a wonderful opportunity. Contact L. F. Kettell, 
313 North Glebe Road, Arlington 3, Virginia. Phone 
—Jackson 2-5004. ( Adv.) 


For Sale. 

General practice and/or modern office furniture 
and equipment. Complete records and lease avail- 
able. Surburban Tidewater location near good hos- 
pitals and beaches. Reasonably priced. Available 
now. Write Box 475, care the Monthly, P. O. Box 
5085, Richmond 20, Virginia. (Adv.) 
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Obituaries .... 


Dr. Charles Singleton Dodd, 

Prominent eye, ear, nose and throat specialist, 
Petersburg, died May 13th. He was a native of Hali- 
fax County and seventy-six years of age. Dr. Dodd 
graduated from the Medical College of Virginia in 
1904 and studied at Johns Hopkins University and 
at Allgamine Kronken Houss in Vienna, Austria. 
He was a founder and member of the board of 
directors of the Virginia Negro Baptist Children’s 
Home in Chesterfield County. Dr. Dodd was a Life 
Member of The Medical Society of Virginia, having 
joined in 1905. 

His wife, two daughters and a son survive him. 
His brothers are Drs. W. T. and R. A. Dodd, both of 
Chase City; Dr. W. R. Dodd, Richmond, and Dr. 
S. H. Dodd, Boykins. 


At a special meeting of the Petersburg Medical 
Faculty, which was held on June 10, 1958, to express 
tribute to the memory of their late colleague, Dr. 
Charles S. Dodd, the following resolutions were read 
and unanimously adopted: 


WueEreas, God in His infinite wisdom has removed from 
our midst a true friend and loyal colleague, who faith- 
fully served his community and state, 

Be IT REsoLvep, that in the death of Dr. Dodd, the pro- 
fession has lost a valued associate and the community a 
useful and esteemed citizen, who has been a member of 
the Petersburg Medical Faculty for over fifty years and 
was outstanding in the practice of his specialty of oto- 
laryngology and ophthalmology. 

He was an active and loyal member of the Fourth 
District Medical Society and The Medical Society of 
Virginia, as well as the American Medical Association. 

He was one of the organizers and charter member of 
the Virginia Society of Ophthalmolcgy and Oto-Laryn- 
gology, of which he later was president. 


Dr. Dodd exemplified the characteristics of an outstand- 


ing Christian physician and his death will be a great loss 
to his professional associates, his loyal and devoted pa- 
tients, and his many personal friends. 

Be Ir FurrHer Resotvep, that these resolutions be 
spread on the minutes of the Faculty and that copies be 
sent to the family and to the Virginia Medical Monthly 
for publication. 


B. MciIiwaine, II, M.D., Chairman 
Hersert C. Jones, M.D. 
Meape Epmunps, M.D. 


Commander Edward Victor Valz, 

MC., U.S.N., retired, Philadelphia, died May 9th 
at the age of seventy-nine. He was a graduate of 
the School of Medicine, University of Virginia, in 
1903 and entered the Navy in 1907, Dr. Valz was 
a veteran of the Mexican and First Nicaraguan cam- 
paigns and of World Wars I and II. He had been 
a member of The Medical Society of Virginia for 
fifty-two years and was made a Life Member in 
1953. Two sons and a daughter survive him. 


Dr. Herbert William Swertfeger, 

Virginia Beach, died March 11th of coronary dis- 
ease. He was fifty-six years of age and received his 
medical degree from the University of Virginia in 
1933. Dr. Swertfeger was associated with the De 
Paul and Norfolk General Hospitals in Norfolk. He 
had been a member of The Medical Society of Vir- 
ginia since 1949, 


Dr. George Edward Mowry, 

Wicomico, died June 3rd. He was thirty-five years 
of age and a graduate of Temple University, School 
of Medicine in 1952, Dr. Mowry began his practice 
in Wicomico in 1953. He was a member of The 
Medical Society of Virginia. His wife, two daughters 
and a son survive him. 
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Controls Stress 


Relieves Distress in smooth muscle spasm 
new 
Pro-Banthine .in Dartal 


— for positive relief of cholinergic spasm. 


—a new and safer agent for normalizing emotions. 


PRO-BANTHINE WITH DARTAL offers you a 
new, specific and reliable control of visceral 
motor disorders, especially when these dis- 

orders are induced or aggravated by psychic 

id tensions or anxiety. 


Pro-Banthine has won wide clinical 
acceptance as the most effective drug 
for controlling gastrointestinal hyper- 
motility and hypersecretion. 


Dartal, a new phenothiazine congener, 
offers greater safety, flexibility and 
effectiveness in stabilizing emotional 
agitation. 


Stabilization of 

— The combination of each drug in fully effec- 
tive doses in Pro-Banthine with Dartal gives 
a new means of approach to the medical 
management of functional gastrointestinal 
disorders mediated by the parasympathetic 
nervous system. 


Specific Clinical Applications: Functional 
gastrointestinal disturbances, gastritis, py- 
lorospasm, peptic ulcer, spastic colon (irri- 
table bowel), biliary dyskinesia. 

Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets contain- 
ing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal 
(brand of thiopropazate dihydrochloride). 


G. D. SEARLE & co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a°compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlante, Ge. 
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EsTABLISHED 1916 


Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 


drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, 


a resort town, which justly claims an all around 


climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 


Wm. Ray Grirrin, Jr., M.D. 
Ropert A. GrirFin, JR., M.D. 


Mark A. GrirrFin, Sr., M.D. 
Mark A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, Asnevitte, N. C. 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held in the Rich- 
mond Hotel, Richmond, Virginia, June 11, 1958. 
The examinations will be held in the same 
hotel June 12th to 14th, inclusive. All applica- 
tions and other documents pertaining to the 
examinations or to matters to be discussed by 
the Board must be on file in the Secretary's 
office on or before May 20, 1958. The Secretary 
of the Board is Dr. K. D. Graves, 631 First 
Street, S. W., Roanoke, Virginia. 


The FOR EXCEPTIONAL 
CHILDREN 


Thompson 
home and school for 


Homestead infants, children and 
adults on pleasant 250 
School 


Write for booklet. 


Year round private 


acre farm near Char- 
lottesville. 


Mrs. J. Bascom Tuompson, Principal 


FREE UNION VIRGINIA 


THE 


KEELEY 
INSTITUTE 


447 W. Washington St. 
GREENSBORO, 
NORTH CAROLINA 
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A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-5701 


Staf, PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 

JAMES K. HALL, JR., M.D., Associate 

CHARLES A. PEACHEE, JR., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop 


Dr. ROBERT K. WILLIAMS 
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Skilled Nursing Care for Your Elderly and Chronic Patients 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 
Each Guest Under Care of His Own Doctor. 


24 hours daily care in a specifically built TELEPHONE Private and Semi-Private Rooms with 
52 Bed Nursing Home. Registered, grad- 


| baths. Rates from $55 to $75 weekly 
uate nurse, and Res. M.C.V. Extern super- Mitton 3-271] | for Bed, Board and General Nursing. 
vision, Trained Dietitian and orderly. | 9 minutes from any Local Hospital. 


Write or Phone 


2112 Monteiro Ave. 
Bemerd Masion, Adm. TERRACE HILL NURSING HOME 19, Vs 


@ Kidde ATMO Fire Detection System Equippede 


SAINT ALBANS 


PRIVATE PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


~ 


STAFF 
James P. King, M.D., Director 
James K. Morrow, M.D. Clara K. Dickinson, M.D. James L. Chitwood, M.D. 
Thomas E. Painter, M.D. Daniel D. Chiles, M.D. Medical Consultant 


AFFILIATED CLINICS 
oe pci Bluefield Mental Health Center Beckley Mental Health Center 
A oe St “7 PhD. 525 Bland St., Bluefield, W. Va. 207% McCreery St. 
rte L. oturgeon, FA. David M. Wayne, M.D. Beckley, W. Va. 
Don Phillips, Administrator W. E. Wilkinson, M.D. 
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Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 
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Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By WynbHAM B. BLantTon, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


STAFF 


ELBYRNE G. GILL, M.D., F.A.C.S. 

HOUSTON L. BELL, M.D. 

A. J. BERLOW, M.D. 

R. B. HARRIS, M.D. 

J. A. THURMOND, M.D. 

CHARLES E. LEBLANC 

DORIS L. JAMES, B.S., O.D. 
(Orthoptics and Contact Glasses) 


A Modern Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Sur- 
gical Care of Ophthalmology, Otolaryngology, 
Facio-Maxillary Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a combined residency of 
four years to a graduate of an improved medical 
school, who has had an internship of at least 
one year in an approved hospital. 
For further information, address 
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Medicine: 


CALL, III, M.D. 
M. Morris Pinckney, M.D. 
ALEXANDER G. Brown, III, M.D. 


Joun D. Catt, M.D. 


B. BLANTON, Jr., M.D. 
FRANK M. Bianton, M.D. 
Joun W. M.D. 


Obstetrics and Gynecology: 


Wa. Durwoop Succes, M.D. 
Spotswoop Rosins, M.D. 
Davin C. Forrest, M.D. 


Orthopedics: 


Bevertey B. Crary, M.D. 
James B. Darton, Jr., M.D. 


Pediatrics: 


Cuartes P. Mancum, M.D. 
Epwarp G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 


W. L. Mason, M.D. 


Anesthesiology: 


B. Moncure, M.D. 


HetH Owen, Jr., M.D. 


Surgery: 


STUART CIRCLE HOSPITAL 


413-21 Sruart Circle 
RICHMOND, VIRGINIA 


A. STEPHENS GRAHAM, M.D. 
CuHar.es R, Rostns, Jr., M.D. 
CARRINGTON WILLIAMS, M.D. 
Ricwarp A. Micnaux, M.D. 
CARRINGTON WILLIAMS, Jr., M.D. 
Urological Surgery: 
FRANK Pore, M.D. 
Oral Surgery: 
Guy R. Harrison, D.D.S. 
Plastic Surgery: 
Hunter S. Jackson, M.D. 
Roentgenology and Radiology: 
Frep M. Hopces, M.D. 
L. O. Sneap, M.D. 
Hunter B. Friscukorn, Jr., M.D. 
C, Barr, M.D. 


Pathology: 


James B. Roserts, M.D. 
Physiotherapy: 
Miss ETHELEEN DALTON 


Director: 


C, Houcn 


General Medicine 


HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 
JOHN P. LYNCH, M.D. 

WM. H. HARRIS, JR., M.D. 
JOHN B. CATLETT, M.D. 
ROBERT W. BEDINGER, M.D. 


Orthopedic Surgery 
JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 
EARNEST B. CARPENTER, M.D. 
JAMES B. DALTON, JR., M.D. 


Ophthalmology, Otolaryngology 
FRANCIS H. LEE, M.D. 


Treasurer: RICHARD J. JONES, BS., C.P.A. 


Free Parking for Patrons 


ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Surgery 


WEBSTER P. BARNES, M.D. 
JOHN H. REED, JR., M.D. 


JOHN ROBERT MASSIE, JR., M.D. 


JOSEPH W. COXE III, M.D. 


Dental Surgery 


JOHN BELL WILLIAMS, D.D.S. 


Urology 


AUSTIN I. DODSON, M.D. 
CHAS. M. NELSON, M.D. 
AUSTIN IL. DODSON, JR., M.D. 


Pediatrics 


HUBERT T. DOUGAN, M.D. 


Obstetrics 


W. HUGHES E 


W. H. COX, M.D 


Bronchoscopy 


GEORGE AUSTIN WELCHONS, M.D. 


Roentgenology 


VANS, M.D. 


JESSE N. CLORE, JR., M.D. 


STUART J. EISENBERG, M.D. 


Pathology 


J. H. SCHERER, M.D. 
JOHN L. THORNTON, M.D. 


Anesthesiology 
HETH OWEN, JR., M.D. 
WILLIAM B. MONCURE, M.D. 

ES, M.D. 


BEVERLY JON 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


R.N., Administrator 408 North 12th Street 


ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horstey, M.D. Douctas G. CHAPMAN, M.D. 
Urology General Surgery and Gynecology Internal Medicine 

Austin I. Dopson, Jr., M.D. Eimer S. Ropertson, M.D. 
Urology James T. GIANoutis, M.D. 


Internal Medicine 
General Surgery and Gynecology A 
J. Eowarp Hitt, M.D. T. E. STANLEY, M.D. 


Urology Internal Medicine 
For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 
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« PROFESSIONAL 
« PERSONAL 
PROPERTY 


CHOICE OF THE MEDICAL SOCIETY 
OF VIRGINIA FOR PROFESSIONAL 
LIABILITY INSURANCE 


THERE IS A SAINT PAUL AGENT IN YOUR COMMUNITY 
AS CLOSE AS YOUR PHONE 
VIRGINIA HEAD OFFICE: 721 AMERICAN BUILDING 
RICHMOND 4, VIRGINIA 
PHONE 3-0340 
HOME OFFICE: 111 W. FIFTH STREET, ST. PAUL 2, MINNESOTA 


for your complete insurance needs... 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 


Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 


Acquaint us with your requirements. We serve you efficiently and economically. 


11-1315 North Fourteenth Street RICHMOND, VIRGINIA 
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When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 

oF unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. 


Rx Tablets Quinidine Sulfate-Natural 
0.2. Gram {or 3 grains) 
Davies, Rose 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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Clinical samples sent to physicians on request 
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in 
Richmond 


MEMBER FEDERAL DEPOSIT INSURANCE CORP. 


The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards .. . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


Jobn Marshall William Byrd 
King Carter Richmond 
Richmond Hotels Incorporated 
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enopausal 


manages both the psychic and somatic symptoms 
and emotional stress in the menopause 
treats somatic disturbances due to ovarian decline 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A PROVEN TRANQUILIZER A PROVEN ESTROGEN 


SUPPLIED: Bottles of 60 tablets. 
EACH TABLET CONTAINS: Miltown® (meprobamate, Wallace) .................. 400 mg. 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate 
Conjugated Estrogens (equine) ........................0.4 mg. 
DOSAGE: One tablet t.i.d. in 21-day courses with one week rest 
periods. Should be adjusted to individual requirements. 
Literature and samples on request. 
® 


WW} WALLACE LABORATORIES, New Brunswick, N.J. 
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For the At All 
Discriminating DEPENDABLE 


PRESCRIPTION SERVICE 
and 


SERVICE TO PHYSICIANS 


PATTERSON'S 


SAFE SERVICE DRUG STORES 


Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia Prescription Specialists 


A. G. JEFFERSON Lynchburg, Va. Martinsville, Va. 


Ground Floor Allied Arts Bldg. Danville, Va. Altavista, Va. 
Winston-Salem, N. C. 


Exclusively Optical 


She’s Been SONATED 


She's just one of more than a million patients who have been treated with 
Ultrasound by the more than 20,000 physicians using Ultrasonics in their 
practices. If you are thinking of buying an Ultrasonic examine the 
mechanical features : look at the transducer. Is it adaptable (adjustable) 
to all five of the recommended treatment positions 7? Is the crystal small 
enough (5CM? is the experts’ choice) to treat the concave areas? Is the 
electronic circuit stable so that output remains constant throughout 
treatment? Is the dosage always what reads on the meter ? Is the 
manufacturer experienced in producing equipment for the medical 
profession ? Does he have dealers everywhere to give you service when 
you need it ? You owe it to yourself to know the answers to these questions. 
In all sincerity we believe that every Birtcher MEGASON Ultrasonic 
(there are four models, you know) will meet your every qualification. 


SApagebooklet | THE BIRTCHER CORPORATION 
ics in a Nutshell” Department VM-758 


ae aaa o- 4371 Valley Bivd., Los Angeles 32, California 
—— —— i (C0 Send me a copy of “‘Medical Ultrasonics in a Nutshell” 
(I would like a demonstration in my office. 


medical journal Dr 
articles. 


Address 
THE BIRTCHER CORPORATION City 
4371 Valley Bivd., Los Angeles 32, California 
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The medicine men of old and 
their mystical remedies have just about 
One of a Series of Newspa per Ads disappeared. Today, medical science knows 


: : the causes of most illnesses and has developed 
Directed to Your Patients medicines and treatments for their cure. 


and Our Customers Occasionally, however, when you're ill, you may 


get voodoo-medicine advice from self-appointed 
medicine men. If you do. . . disregard it. 

Always heed your physician, not superstitious 
neighbors. And, should your physician prescribe one 
of today’s modern drugs, entrust his 

prescription to Peoples for quick accurate service 

.. priced with uniform economy. 


Bring Your Next Prescription to Peoples 


|PEOPLES Certified 
|PRESCRIPTIONS 


& AT ALL PEOPLES SERVICE DRUG STORES 
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and inflammation 


with BUFFERIN’ 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably, 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.*) 


No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free Burrertn tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 


for “the butterfly stomach” 


Pavatrine’ with Phenobarbit 
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Monthal overgrowth 
is a factor : 


SUPPLIED 


CAPSU! tain 250 me. ACHROSTATIN v combines AcHROMYCINT V 
equivalent ered) amd 250,000 ...the new rapid-acting oral form of ACHROMYCINT 
Tetracycline... noted for its outstanding 
equivaisat effectiveness against more than 50 different infections 
units Nystatin, ...and ... the antifungal specific, 
ACHROSTATIN V provides particularly effective 
ne nn therapy for those patients prone 
is 4 or to monilial overgrowth during a protracted eourse 
day, sqeivalent of antibiotic treatment. 


DIVERSE, AMERICAN CYANAMID COMPANY, PEARL RIVER, 
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Underfeeding is a common cause when infants 
fail to gain and thrive. In the earliest stage, when 
caloric intake is inadequate, the infant cries after 
feeding, remains constipated, and the restless- 
ness from hunger is mistaken for colic. A changed 
or weakened formula appears to be indicated. 

But clinical studies show that a young infant 
requires a formula of 2 ounces of whole milk (40 
calories), a teaspoon of Karo Syrup (15 calories), 
and a half-ounce of added water per pound of 


WHOLE MILK FORMULAS 


Whole Each Number of 
Age Milk Water Karo Syrup Feeding Feedingsin Total 
Months Fluid Oz. Oz. Tbsp. Oz. 24 Hours Calories 
Birth 10 10 2 3 6 320 
1 12 13 3 4 6 532 
2 15 13 3 42 6 480 
3 17 9 3 5 5 520 
4 20 11 3% 6 5 610 
5 23 11 4 642 5 700 
6 26 10 4 7 5 760 


EVAPORATED MILK FORMULAS 


Evaporated 
Age Milk 


Each Number of 
Water Karo Syrup Feeding Feedings in Total 


Months Fluid Oz. Oz. Tbsp. Oz. 24 Hours Calories 
Birth 6 12 2 3 6 380 
1 8 16 3 4 6 532 
2 9 14 3 42 5 576 
3 10 15 3% § 5 650 
4 12 18 4 6 5 768 
5 12 21 4 642 5 768 
6 13 22 4 7 5 812 
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Hospital practice of infant feeding 


Standard formulas for FEEDING REGULATION 


body weight per day. Of the total calories, a suc- 
cessful formula yields about 15-20% in protein, 
50-60% in carbohydrate, and 25-35% in fat. 
Whole milk must be reinforced by adding 5% to 
10% carbohydrate (1) to provide protein-sparing 
effect which permits protein anabolism instead 
of energy production; (2) sufficient calories for 
tissue formation; (3) proper utilization of fat; 
(4) suitable acid-base relationships in the in- 
testinal tract and (5) adequate weight gains. 


ADVANTAGES OF KARO” SYRUP IN INFANT FEEDING 


Composition: Karo Syrup is a superior dextrin- 
maltose-dextrose mixture because the dextrins are non- 
fermentable and the maltose is rapidly transformed 
into dextrose which requires no digestion. 


Concentration: Volume for volume 
Karo Syrup furnishes twice as many 
calories as similar milk modifiers in 
powdered form. 


Purity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and de- 
void of pathogenic organisms. 


Low Cost: Karo Syrup costs 1/5 as 
much as expensive milk modifiers 
and is available at all food stores. 


Free to Physicians— Book of In- 
fant Feeding Formulas with conven- 
ient schedule pads. Write: Karo In- 
fant Feeding Guide, Box 280, New 
York 46, N. Y. 


CORN PRODUCTS REFINING COMPANY 
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For Speedier Return to Normal Nutrition 


and the Protein Depletion 


of Severe Infectious Disease 


| aoe from severe infectious processes entails more 
than emergence from the effects of the causative agent. 
The semistarvation, the inactivity, the suppression of 
physiologic activity must all be corrected as rapidly 
and thoroughly as can be tolerated by the patient. 


Return to normal nutrition can be speeded by an 
easily digested diet high in top quality protein and 
vitamin-mineral components. 


Lean meat serves several purposes in such a program: 
It supplies easily digested protein of highest biologic 
quality for rapid re-establishment of nitrogen balance; 
it provides the gamut of B vitamins as well as certain 
minerals important to sound nutrition, and it brings 
appetite-stimulating flavor to meals, a consideration not 
to be underestimated in the psychic rehabilitation of 
appetite. 
The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 


tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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"It happened 


at work 

while he 

was putting 

oil in 

something" Pe odar 

| x — TABLET 

Mom his ally within 5-15 minutes 
e ike - =y sually for 6 hours or more 
it was on a 

fire" 


"He couldn't 
swing a bat 
without 
hurting” 


"But Doctor 
gave him 
some nice 
pills --and 
the pain 
went away 
fast” 


"Dad said 
we'd play 
ball again 


when he 


' ond i11 18, New Yo < 


AND THE PAIN 
WENT AWAY FAST 


HURT HI2 BACK REAL BAD 
4 
excellent for chronic or bedridden patients 
a 
AVERAGE ADULT DOSE: 1 tablet every 6 hours. 
vs habit Available through all pharmacies. 
deinone hydrochloride, 0.38 mg. dihydrohydroxycodeinone 
i 


FLAVORED 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (1)4 grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 


of Sterling Drug inc. 


1450 Broadway, New York 18, N. Y. 
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Claim Service 


Specializing in your patients’ 
HOSPITAL, MEDICAL and SURGICAL 


insurance problems makes the local 


AMERICAN HEALTH agent 
a valued ‘doctor's aid" 


Your local AMERICAN HEALTH agent is a 
specialist...a career man in his chosen field. 
He earns a position of friendship and trust 
with efficient service and prompt handling of 
claims. He understands the problems of the 
medical profession. 


AMERICAN 
HEALTH 


INSURANCE CORPORATION 


300 St. Paul Place, Baltimore 2, Md. 


| HEALTH 
INSURANCE 
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- diagnosis: hypertension, moderate to severe 


prescribed: Rau prote 


(Rauwolfia Serpentina and Protoveratrines A & B Combined) 


is imperative 


n=. tina's gradual tranquilizing and pro- 
ive effect combines with foster-acting, 
more potent Pr: ratrine for effective therapy with a 
minimum of ri: Each of the agents appears to poten- 
tiate the other's hypotensive activity and produce ben- 
eficial vasodilitation, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 
and without deranging those mechanisms which control 
blood distribution and which normally prevent postural 
hyBotension. 
Relief of symptoms is produced rapidly, blood pressure 
is lowered and tranquility ensues . . . with o minimum 
of side effects. 


Supplied: in botties of 100 and 1000 tablets, each containing 50 mg. Rauwolfia 
Serpentina and 0.2-mg. Protoveratrines A and B (the chemically 
standardized alkaloid of Veratrum Alba), or on prescription at 
leading pharmacies 


THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS *Trade Mark 
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NOW...A NEW TREATMENT 


THE PROPHYLAXIS 
ANGINA PECTORIS 


‘Cardilate’ tablets A shaped for easy retention 
in the buccal pouch 


“,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any cther of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


* “Sardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166-129, Jan. 11, 1958. 


“.. in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.” In the vast majority of patients, "DIURIL' relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. 'DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets "DIURIL' (chlorothiazide); 
bottles of 100 and 1,000. 


Diurit is a trade-mark of Merck & Co., Ine; 


MERCK SHARP & DOHME Division of MERCK & CO. INC, Philadelphia 1, Pa. @&P 
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quickly relieves 
Distress 

Distention 
Discomfort 
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check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: H uid 


Sulfaguanidine 2 Gm. 
EFFECTIVE ANTIDIARRHEAL 
Opium tincture ............. 0.08 cc. 


(equivalent to 2 cc. paregoric) 


DOSAGE: Adults: Initially 1 or 2 tablespoons from ‘ 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- LABORATORIES 


ment; reduce dosage as diarrhea New York 18, N. Y. 
subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. 


Exempt Narcotic. Available on Prescription Only. 
58 VirGciIntA MepicaL MonrTHLy 


; 
t 
: 
| | 


in each of these indications 
_ for a tranquilizer... 


SR is a cardiac patient. His doctor 
put him on ATARAX because (+) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+) it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied : 10,25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 


extra benefit 


New York New 


(seane or Dreiston, Chas. Py 
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UROLOGY 


A four weeks course in Instrumental and Operative 
Urology covering diagnostic urological procedures 
urethroscopy, cystoscopy, endoscopy, ureteral catheteriza- 
tion, estimation of renal pelvic capacity, ureteral dilata- 
tion, pyelography, pyeloscopy, uretero-pyelography, cystom- 
etry, cystography, means of determining vesicorenal 
reflex, ejaculatory duct catheterization, collection of 
uncontaminated secretion from the seminal vesicle, 
vesiculography, urethrography, pneumography, retrograde 
ec stoscopy. Lectures and cadaver demonstrations of the 
anatomy, of the urologic tract. Operative procedures 
are demonstrated on the cadaver. 


PRACTICAL 
ELECTROCARDIOGRAPHY 


A two weeks part time elementary course for the 
practitioner based upon an understanding of electro- 
physiologic principles. Standard, unipolar and precordial 
electrocardiography of the normal heart. Bundle branch 
block. ventricular hypertrophy, and myocardial infarction 
considered from clinical as well as electrocardiographic 
viewpoints. Diagnosis of arrhythmias of clinical signifi- 
cance will be emphasized. Attendance at, and participation 
in, sessions of actual reading of routine hospital electro- 
cardiograms. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


For Information concerning these and other Courses please Address: 


THE DEAN, 345 West 50th St.. New York 19, N. Y. 


SURGICAL PATHOLOGY 


A systematic series of lectures is presented covering the 
lesions encountered in the practice of surgery. These are 
illustrated with fresh material from the operating room, 
gross specimens from the museum and kodachrome and 
micro- projected slides. The latest advances in blood 
grouping afid “transfusion reactions; didactic procedures, 
such as frozen sections, surgical biopsi 

and aspiration of body fluid and secretions, are outlined. 


RADIOLOGY 


A comprehensive review of the physics and higher 
mathematics involved, film interpretation, all standard 
general roentgen diagnostic procedures, methods of ap- 
plication and doses of radiation therapy, both x-ray and 
radium, standard and special fluoroscopic procedures. A 
review of dermatological lesions and tumors susceptible 
to roentgen therapy is given, together with methods and 
dosage calculation of treatments. Special attention is 
given to the newer diagnostic methods associated with 
the employment of contrast media, such as bronchography 
with Lipiodol, uterosalpingography, visualization of car- 
diae chambers, perirenal insufflation and myelography. 
Discussions covering roentgen departmental management 
are also included; at departmental and 
general conferences. 
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ANADOL 
\ 

\ 
Rapid acting... \ = 
Sustained effect 


Anadol Tablets are designed to offer a balanced 
rational analgesic formula that will provide the 
maximum relief from pain possible without resort- 
ing to the opiate drugs. A glance at the formula 
indicates the balanced combination accounting for 
the rapidity of action and the sustained effect pro- 


duced by Anadol Tablets — without gastric dis- 
tress, blood dyscrasias, or other unwanted side 


effects. 


Phenobarbital 


Warning — May be habit forming gr. 
Acetyl-para-aminophenol 2% gr. 
Salicylamide 3%2 gr. 
Hyoscyamine Sulfate 0.0004 gr. 

Atropine Sulfate 0.00002 gr. ie 
Scopolamine Hydrobromide 0.00008 gr. Available with 


Grain Codeine 


PETERSBURG, VIRGINIA 


Clinical Samples and Literature on Request 
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The ideal cerebral tonic 
and stimulant for the aged. 


from confusion 
to a normal 


behavior pattern 


NICOZOL relieves mental confusion and ab- 
normal behavior patternsin yoursenile patients. 


NICOZOL therapy will enable your senile 
patients to live fuller, more useful lives. 


Mildy confused senile patients may be rehabil- 
itated from public and private institutions and 
cared for in the home by sustained treatment 
with the NICOZOL formula.’.?.3 


1. Levy, S., 7.4.M.A.,153:1260,1953 
2. Thompson L., Procter, R., 

North Carolina M. J., 15:596,1954 
3. Thompson, L., Procter, R., 

Clin. Med. 3:325,1956 


Write for professional sample and literature 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or % teaspoonful 
contains: 

Pentylenetetrazol 100 mg. 
Nicotinic Acid 


DRUG SPECIALTIES, INC. 


WINSTON-SALEM N.C. 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


what are the 7 ‘“‘don'ts”’ 
of office psychotherapy? 


(1) Don’t argue—let patient “talk out” his troubles. (2) Don’t counsel —help 
him solve his own problems. (3) Don't be hostile—allow patient to express 
hostility without reciprocating. (4) Don’t be unsure—stress significance of 
normal or abnormal physical findings in relation to symptoms. (5) Don’t be 
too reassuring—overoptimism may suggest you take the symptoms too 
lightly. (6) Don’t approve or censure. (7) Don’t be too credulous—patients’ 
words may conceal hidden meanings. 


Source —- Hyman, M.: Some Aspects of Psychiatry in General Practice, GP 16:83 
(Oct.) 1957. 


calmative N 0 STYN® 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


for tranquil—not “tranquilized” patients 


“Anxiety and nervous tension states appeared to be most benefited....The patients 
experienced and expressed a feeling of greater inward security, serenity.... Mental 
depression, one of the undesirable side actions in many other sedatives, did not 
develop in any of the patients....”* 


*Bauer, H. G.; Seegers, W.; Krawzoff, M., and McGavack, T. H.: A Clinical Evaluation 
of Ectylurea (NosTyN®), in press. 


dosage: Children—150 mg. (4 tablet) three or four times daily. Adults— 150-300 
mg. (4 to 1 tablet) three or four times daily. 


supplied: 300 mg. scored tablets; bottles of 48 and 500. 


(s AMES COMPANY, INC + ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto aaase 


A desk is not for sleeping 


That's why so many physicians prescribe 
COMPAZINE* for working patients and 
others who require a tranquilizing agent 
which won't impair their capacity to think 
clearly and function normally. 


For all-day (or all-night) therapeutic effect with a single oral dose: ‘Compazine’ 
Spansulet capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 
and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


pioneers in psychopharmacology 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.P. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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